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PANCREATITIS AND ITS ASSOCIATION WITH 
CHOLECYSTITIS AND GALL STONES.* 
Si GILBERT BARLING, Br., C.B, M.B., F.R.C.S., 


CONSULTING SURGEON, BIRMINGHAM GENERAL HOSPITAL, 


to recall briefly the anatomy of the parts 
concerned. he common bile duct and the duct of the 
pancreas approach each other very obliquely and join in 
the ampulla of Vater, which opens through the papilla into 
dhe second part of the duodenum; a slight sphincteric 
apparatus surrounds thie papilla. It is also necessary to 
recall that the lower portion of the bile duct is embraced 
by the head of the pancreas, as is the ampulla; also that the 
duct of the pancreas is a tube of considerable size, and that 
there is sometimes a secondary duct of the pancreas of small 
calibre opening into the ducdenum apart irom the common 
orifice with the bile duct, 

_ It has been suggested that fluids may find their way from 
the duodenum into the bile and pancreatic ducts, but I think 
this unlikely. If, when the parts are removed at autopsy, the 
ends of the duodenum be ligatured and the gut filled with 
coloured fluid, it is not possible by forceful compression of 


Ir is necessar 


the duedenum to squeeze fluid into the ducts, Important. 


points for remembrance are: that infection may easily 
spread from the gall bladder down the bile ducts, thence 
by the pancreatic duct into the pancreas, and that inflam- 
matory processes in the head of the pancreas may compress 
the ampulla and the terminal portions of the common bile 
duct and pancreatic duct, producing obstruction to the flow 
of secretions into the duodenum, causing also some dammin 

of these secretions in the ducts and giving rise to jaundice. 

I believe that the dominating factor in practically all cases 
of pancreatitis is infection from the biliary passages, usually, 
but not necessarily, associated with gall stones. Thrombosis 
and other factors, such as the adrenals, may play a part, but 
the presence of infection is the important matter, It is trae 
that experimental injection of sterile bile into the pancreatic 
duct may set up an intense pancreatitis, as may the injection 
of other irritating fluids, but clinically I much doubt if 
pancreatic inflammation arises in this way. The most 
favourable circumstance for the regression of bile into the 
pancreatic duct would appear to be the impaction of a small 
stone in the lower end of the ampulla, but in four of my cases 
in which this ogcurred there was no pancreatitis present, 
Bearing on the induction of acute pancreatitis two cases of 
extraordinary interest were published recently.1 In both 
cases a round-worm had intruded from the duodenum into 
the pancreatic duct, setting up in one case an acnte haemor- 
rhagic pancreatitis, in the other a less intense condition 
approximating to the subacute, It is highly probable that 
the inflammatory condition was induced partly by stasis of 
pancreatic secretion from the mechanical plugging of the 
duct, and partly by infective material carried in by the 


round- worm. 

Infection of the biliary starts in and from the 
gall bladder, and is probably an excretory one through the 
liver. Once infection has arisen it is very difficult to exter- 
minate, even when the gall bladder has been removed and 
the common duct drained, and one may recall how long- 
continued infection may be—twenty years or more, for instance, 
when the organism is the Bacillus typhosus. 

Pancreatitis may range from an intense fulminating wide- 
spread condition which kills in a brief yeriod through a 
gradually descending scale of intensity to a limited dense 
patch in the head of the organ, producing symptoms mainly 
of obstruction to the common duct, difficult to discriminate 
clinically in some cases from carcinoma, and distinguishable 
occasionally from carcinoma by microscopic examination only. 

It is quite impossible in a brief review to give adequate 
consideration to these varying and widely divergent pictures 
presented by pancreatitis. On the survey of a large number 
of cases of operation for gall stones, it is possible to say that 
oe 25 to 30 per cent. some degree of pancreatitis is 

ealed, 


*Delivered at the meeting of the Birmingham Branch of the British 


3 Medical Association, March 15th, 1923, 


Acute Pancreatitis. 

Acute pancreatitis is a surgical emergency with a high but, 
I do not doubt, a lessening mortality. Never diagnosed in the 
early days when the condition was first re ized, it is now 
one of the possibilities always in the mind of the surgeon 
who is face to face with an acute abdominal emergency which 
does not conform absolutely to a type, and a correct diagnosis 
is now made from time to time. In view of the probabilit 
that an acute abdominal condition, incompletely diagn R 
requires operative interference, and that acute pancreatitis is 
one of the things which may be creating the necessity for 
interference, it is of great importance to secure as accurate 
a diagnosis as possible, because, whilst in most aeute abdo- 
minal conditions the time spent in ee should be 
reduced to a minimum, it is especially true of acute pan- 
creatitis, in which prolonged anaesthesia is very detrimeptal. 

In the diagnosis of acute pancreatitis I should re great 
stress on the following clinical points: the pronoun shock 
of the onset, the severe pain in the back about the lower 
dorsal region, and usually the localization of the pain and 
tenderness in the mid-abdomen. Are there any other indica- 
tions which may help? Tie presence of glycosuria would, 
at all events, be suggestive, but it occurs quite infrequently. 
The diastatic index of the urine should certainly be investi- 
gated and Loewi’s test should be applied; both, however, 
should be resorted to as early as possible after the onset of 
the attack. It is, I think, clear that the diastatic index may 
be greatly raised in the early hours of the attack and may 
quickly fall to something like normal. My colleague Dr. Rose 
tells me that in four recent cases under his care none of the 
patients had glycosuria, thongh in two ont of three in which 
the examination was made the diastatic index of the urine 
was 50. 

Dr. Hillier, clinical pathologist at the General Hospital, 
has been kind enough to make some observations for me in 
acute abdominal conditions other tian pancreatic, to determine 
whether a raised diastatic index is found in acute conditions 
not due to the pancreas. He found a normal index in cases 
of acute appendicitis, strangulated intestine, perforated 
duodenal ulcer, and so on; im one case of pneumococcal 
peritonitis the index was as high as 50, but in another 
similar case it was only 10. The highest index he records 
was 200 in a case of cholecystitis with perforation of the gall 
bladder; unfortunately there is no record of the state of the 

as. My colleague Dr. Russell has been kind enough to 
place at my disposal a fairly long series of cases of various 
kinds of diseases in which the state of the diastatic index was 
investigated. From these no very definite conclusion emerges, 
but they were practically all cases of chronic disease. What 
is needed is the estimation of the diastatic index of the urine 
in all cases of ‘cholecystitis, gall stones, and suspected 
pancreatitis, and this estimate should be made in the earliest 
stage of the disease. If this were done, and it takes but a 
short time to carry out, I believe a real help may be found in 
a considerably raised index when the pancreas is gravely 
implicated, and so the most direct amd the shortest operative 
interference would be promoted. Mackenzie Wallis distiactly 
confirms this view.’ 

What is the fate of a patient who recovers from this grave 
condition ? In the few cases I have been able to fallow the 
patients have had ordinary good health even when masses of 
pancreatic tissue have been removed. ct fers is generally 
absent in the acute attack, and as far as i can learn does not 
often follow it. The influence of disease of the pancreas in 
the production of glycosuria and diabetes is most potent, but 
I think we must conclude that the islands of Langerhans, or 
at all events a large proportion of them, escape destruction in 
acute pancreatitis. I believe this to be true also in the less 
severe forms of inflammation, for in my own experience 
glycosuria is uncommon in pancreatitis of the subacute or 
chronic kind, aud if present may be quite transient. We all 
of us may, when investigating cases requiring operation in 
which there is no question of gall stones or infection of the 
pancreas, find moderate glycosuria, and we recognize that 
other organs may be at fault to explain the failure of meta- 
bolism which produces the glycosuria. 

Professor Shaw Dunn and Dr. Wynn have placed at my 
disposal two specimens of diseased pancreas showing that 
severe destructive changes may occur in the pancreas aud 
yet the islands of Langerhans survive. In the one the 
pancreatic trouble appears to have begun from calculi in the 
duct of Wirsung; this was followed by destruction of the 
whole of the glandular tissue of the pancrea*, which is 
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replaced by fat, and eventually a malignant growth developed 
in the middle of the organ. Despite tle complete destruction 
of the gland tissue the islands of Langerhans escaped and 
can easily be seen in a lantern slide. On only one occasion 
out of five examinations was sugar found. The second 
specimen is one of haemachromatosis of the pancreas: the 
glandular tissue is again badly damaged by fibrosis, but the 
microscope shows the presence of a large number of the 
islands; in this case sugar was found post mortem in urine 


in the bladder. 


Subacute Pancreatitis. 

I have notes of several cases operated upon for gall stones 
with subacute inflammation of the pancreas almost merging 
into the acute form; they differ from the intense cases in 
that the operations were not emergencies, though enlarge- 
ment of the pancreas could in some of the cases be deter- 
mined by palpation; but what led to operation was the 
diagnosis of gall stones, present in all but one, in which there 
was only a well marked cholecystitis. Although the dia- 
gnosis of gall stones called for operation, features were present 
in some of these patients with subacute pancreatitis which 
strongly suggested that the pancreas was involved; in some 
it could be palpated. The pain complained of in the final 
attack differed from ordinary gall-stone colic in that it was 
diffuse, was centred mainly‘in the mid-abdomen, was per- 
sistent, and accompanied by pain in the back in the lower 


dorsal region; in one patient free fluid was recognized in the 


abdomen. All of the patients were more seriously ill than 
those with mere gall-stone colic, in whom there is generally 
rapid improvement when tl:e acite pain has passed. I note 
also that there was jaundice in some of the ‘patients and 
shivering; it is not easy to differentiate between stone in the 
common duct and infective pancreatitis. 

In all the subacute cases of pancreatitis fat necrosis existed 
—sometimes quite slight, in others extensive; in some a con- 
siderable amount of free fluid was found in the peritoneal 
cavity, slightly brown in colour and with a curious sheen 
like shot silk; the fluid had a feeble digestive power, and 


I regard it mainly as a peritoneal exudate provoked by a. 


slight escape of pancreatic secretion into the cavity. In none 
of these casés was the pancreas incised or otherwise dealt 
with directly; there seemed no indication, and relief was 
given only by draining the common bile duct; recovery was 
oe slow, and I have notes of two cases in which death 
ollowed. 


In one of these the patient, a man aged 70, upon whom I had 
operated for stone in the gall bladder, cystic and common ducts 
(the gall bladder not being removed), there was then no pan- 
creatitis, but the patient afterwards relapsed. At the second 
operation, eighteen months later, there was no recurrence of 
stone, but the pancreas was diffusely inflamed and fat necrosis 
existed. The common duct was drained, but death occurred on 

In the other patient, a delicate woman of 60, upon whom I 
operated for stone in tne gall bladder and common duct, the gall 
bladder was removed; a year later there was severe general 
pancreatitis, detected by palpation, and slight fat necrosis was 
found; there was no recurrence of stone. The common duct was 
drained; a slow convalescence followed, and the patient left the 
nursing home well and remained £0 for about two months, when, 
Iam told, the pancreatitis recurred; the organ could be felt very 
much enlarged, and in a few days part of my incision reopened and 
purulent stinking fluid escaped. Further operation was refused, 
and the patient died a few days later, the actual cause of death 
being described as uraemia with suppression. 


Ali my other cases have remained well and, with one 
exception, free from glycosuria. In the exception there was 
severe cholecystitis without gall stones and considerable 
glycosuria for a’ féw’ days. After operation the sugar dis- 


appeared at once, but three years later sugar again appeared | 
'} result from the division of these vessels in exploring for stone 


in the urine, and the-pancreas appears to‘be enlarged: 

In the cases which may be grouped under chronic pancreat- 
itis the disease is usually, though not always, limited to the 
head, especially to that part which embraces the common 
duct or anrpulla. The condition arises in association either 
with stone in the gall bladder, in the bile ducts, or in both; 
but it may undoubtedly exist unassociated with stone and 
give rise to’a train of symptoms indistinguishable clinically 
from carcinoma of the head of the pancreas, and distinguish- 
able with certainty sometimes, even after the organ has been 


e d ly b i ic i tigat hn ae 
xposed, only by microscopic investigation. It j 
bearing in mind that pancreatic calculus may give rica 
limited induration in the head of the organ and be quite ° 
difficult to interpret as those cases in which the bilia 
apparatus is at fault. One of the real difficulties in operation 
for stone in the common duct arises from these dense indura. 
tions of the pancreatic head obscuring the presence of stone 
at or near the ampulla; this is the commonest explanation of 
a stone in the common duct missed at the time of operation 
I have just had a vivid reminder of au example of this 
misfortune in one of my early cascs. 


I operated in 1904 on a patient for gall stones, found a small 
contracted gall bladder but no calculi; the gall bladter was 
excised, and the ducts, which were very patent, were opened and 
investigated, but no calculus was discovered; there was a smal] 
indurated area in the head of the pancreas which [ thought 
explained the persistent jaundice, and as I found that a bougig 
passed freely from the common duct into the duodenum I gop. 
cluded that no stone was present, but I was rather uncertain 
whether the induration in the head of the pancreas was malignan} 
or inflammatory. During convalescence further colic occurred 
and I recpened the abdomen and found with great difficultya small 
stone in the ampulla. 


From this case I learnt one lesson—namely, that a good. 
sized bougie may pass through the papilla into the duodenum 
by the side of a calculus in the extreme lower part of the 
common duct. This reminiscence of the past was brought 
home to me by the fact that the same patient came to see 
me for another matter quite recently, when his medical 
ag ‘was kind enough to send me all my letters written 
in 

May I recall yet another mistake, for it is by our mistakes 
that we learn most ? 


In a patient who had long been jaundiced and from whom I had 
removed a single stone in the gall bladder, a very hard mass the 
size of the thumb existed in the head of the pancreas around 
the common duct. Fully under the impression that the condition 
was carcinoma I did cystenterostomy. The patient died from 
secondary haemorrhage a week later, when necropsy showed 
that the condition was not malignant bat inflammatory. 


Yet a third instructive mistake : 


The patient, a male aged 60, deeply jaundiced, wasted, with 
marked evidence in his stools of failure of pancreatic digestion, | 


with a much distended gall bladder, and a palpable mass in the 


region of the pancreas, had been diagnosed as suffering from car. | 


cinoma of that organ. My own reason for doubting the diagnosis 
was that the patient had experienced occasionally rather severe 
attacks of pain almost amounting to colic, and I concluded that 
exploration was required. At the operation the existence of 4 
distended gall bladder was verified, no stone was found in the gall 
bladder or bile ducts, but a massive nodular enlargement was felt 
in the head of the pancreas and was regarded as certainly 
malignant. The patient died two weeks later, and the necropsy 
revealed in the middle of the pancreatic mass, quite deep fromthe 
surface and about half an inch from the ampulla, a pancréitic 
stone the size of the tip of the little finger. 


If I had incised at the time of the operation I might well 
have detected this stone, but I was strongly impressed with 
the belief that the thickening was a growth, and I am always 
chary of incising the pancreas without very good reason, 
because of the risk of escape of pancreatic secretion into the 
abdomen or through the wound, with troublesome digestion 
of skin, etc. This case is also of interest from the point of 
view of diagnosis, because it is one of the exceptional cases 
with deep and persistent jaundice and a largely distended 
‘gall bladder not due to malignant disease. If an incision is 
made in the head of the pancreas great respect should be 
entertained for the arterial supply through the pancreatico- 
duodenal vessels. I bave seen one fatal duodenal fistula 


supposed to exist in a small dense induration in the head. 


he last observation I permit myself is with reference t0 


the condition which occurs not infrequently in young people 
and which is spoken of as catarrhal jaundice and is ascri 

to plugging. of the common duct by inspissated mucus. 
I believe the condition which really explains the jaundice is 
inflammation of the head of the pancreas compressing the 
common bile duct. 


EFERENCFS. 


R 
1 Brit. Journ. of Surgery, January, 1923. *Quart. Journ. of Medicing 


vol. xiv, p. 57. 
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THE TREATMENT OF DIABETES MELLITUS, 
ApsTRACT OF THREE LECTURES GIVEN AT THE 
Lonpon HospPiTaL 
BY 
O. LEYTON, M.D., D.Sc., F.R.C.P., 


PHYSICIAN TO THE LONDON HOSPITAL. 


Tux diagnosis and treatment of diabetes mellitus advance 
rapidly. At comparatively short intervals they need recon- 
sideration. At the present time we recognize that there 
are some conditions which simulate diabetes mellitus fairly 
closely and nevertheless may be considered negligible. We 
also recognize that during the last few years great advances 
have been made in the original treatment of diabetes mellitus 
by restricted diet, and that the correct application of present- 
day methods will arrest the disease in the majority of 
ients. 

wire one has been able to frame a satisfactory definition of 
diabetes mellitus. This is not difficult to understand when 
we recognize that it, like many other diseases, is a certain 
deviation from the average and that there is no unanimity as 
to what is the minimum deviation which is to be termed 
disease. In order to take an intelligent view on this question 
an inquiry must be made into the variability of the quantity 
of dextrose in the urine and in the blood. 

Sugar is present in the urine of normal fasting men even 
when they have not been submitted to any mental or 
physical strain: the quantity excreted in an hour is in the 
region of 20 mg., and is not recognizable by the commoner 
tests for sugar. The quantity of sugar in the urine rises 
after a meal containing bread and other carbohydrate food, 
but in all probability this is due to the excretion of unusable 
sugars and not of dextrose. ‘The administration of 20 grams 
of dextrose to a fasting man does not lead to any increase in 
the sugar in the urine, but often 50 grams will do so, raising 
the excretion to 50mg. an hour. This slight increase of 
sugar in the urine, an increase which is not recognizable 
with Benedict’s ordinary qualitative test, has been termed 
“ glycuresis” in contradistinction to ‘ glycosuria.” ‘This 
latter term is reserved for the condition in which a positive 
result is obtained by one of the ordinary tests for sugar in 
the urine. The addition of 25 grams of dextrose to ever 
meal may lead to 1.5 grams dextrose being excreted throug 
the kidneys in twenty-four hours. Benedict takes the view 
that when that quantity is exceeded in the twenty-four hours 
it is evidence that there is pancreatic insufficiency. His view 
is far from universal. Some observers state that sugar may 
be given by the mouth in such quantities as to cause nausea 
without glycosuria occurring, whilst Woodyat, Sansum, and 
Wilder injected 63 grams intravenously for four hours (a 
total of 252 grams) without inducing glycosuria. There is 
obviously no consensus of opinion on the quantity of sugar 
causing an abnormal increase of sugar in the urine, although 
there is an agreement that glycosuria is no sudden event—all 
gradations occur, from definite glycosuria down to a urine 
containing 0.002 per cent. For convenience the assump- 
tion must be made that glycosuria is present when the 
urine, mixed with ten volumes of Benedict's qualitative test, 
reduces the copper on being boiled in a water-bath for six 


minutes. 


The normal quantity of sugar-in the blood is no more 
easily defined than the quantity of sugar in the urine. Ever 
observer should record as many details as possible, althongh 
it is probable that some factors still unknown have an 
influence upon the sugar in the blood. Three main methods 
of estimating blood sugar are in general use: 


Modifications of Lewis and Benedict's Test.—This is based upon 
picric acid precipitating the proteins, and when heated in alkaline 
solution with dextrose forming picramic acid. The actual estima- 
tion is colorimetric. 

Folin and Wu's Method.—Blood is deproteinized with tungstic 
acid; the dextrose reduces aikaline copper solution, and the oxide 
formed an intense blue colour with phosphomolybdic 
acid. The estimation is colorimetric. 

Maclean's Method.—Blood is deproteinized with acid sodium 
sulphate and dialysed iron; a measured quantity of copper 
solution containing iodide and iodate is added, the mixture boiled 


and back-titrated with sodium thiosulphate. Starch is used as an 
indicator. 


The last two methods give similar results, rather lower as 
arule than that depending upon picric acid, owing perhaps 
to ~ purity of the picric acid not being above suspicion, 


The last thousand estimations I have carried out have becn 
with the Folin and Wu method, and 0.2 c.cm. of blood has 
been taken from the finger; these results influence my 
judgement, although most of my statements are based upou 
the observations of others. 

The factors determining the sugar in the blood after ile 
ingestion of dextrose are manifold; amongst them the follow- 
ing have been recognized—length of fast previous to adminis- 
tration, emotional condition, rapidity of absorption of dextrose, 
quantity of dextrose administered, dilution of dextrose. 

The quantity of sugar in the blood of the normal fasting 
man is usually about 0.09 per cent. lf 50 grams of dextrose, 
dissolved in 200 c.cm. of water, be given and the blood taken 
half an hour later, the percentage of sugar is found to vary 
from 0.13 to 0.22, but in the majority of cases within nincty 
minutes it falls below 0.09 per cent.—that is to say, a 
hypoglycaemia develops. This fall within a definite time 
and the hypoglycaemia are of greater value in distinguishing 
the abnormal from the normal than the actual maximum 
percentage of blood sugar found. 

All people do not absorb dextrose at the same rate, and 
when the motility of the stomach is poor the absorption may 
be slow, the rise of sugar in the blood slow, and the fall slow ; 
therefore the shape of the curve may not be conclusive; but 
as a rule even with slow absorption the curve falls because 
the storing mechanism when started is more than able to 
cope with the sugar absorbed. 


DEFINITION. 


An attempt at a definition may be made now. Diabetics 
mellitus is a defect in the mechanism the function of which 
is to store and oxidize carbohydrate, and this makes itsclf 
evident by the sugar in the blood becoming excessive. 

This sugar seems to be somewhat different from normal 
blood sugar, as Allen concluded from the fact that dextrose 
injected into diabetics acted as a diuretic, whilst when 
injected into normal animals it had no such effect. Quite 
recently it has been shown that the sugar in the blood of 
a diabetic possesses a different rotatory value from that in the 
blood of the normal.? 

The relation between glycosuria and hyperglycaemia pre- 
sents many problems. It is true that when the sugar in the 
blood rises above 0.25 per cent. sugar appears in the urine, 
and this is not difficult to understand ; but sometimes dextrose 
appears in the urine in —— large quantities whilst 
the sugar in the blood is less than 0.13 per cent. The amount 
in the blood which just leads to glycosuria is termed the 
renal threshold for sugar, and is found to vary greatly, not 
only in different individuals, but in the same individual at 
different times after food. Based upon my own observations, 
I should place the average threshold at 0.19 per cent.—the 
highest 0.23 per cent. and the lowest 0.075 per cent.; but 
other observers found the range much greater—John states 
from 0.33 per cent. down to 0.04 per cent. 

The height of the threshold is not due to an inherent pro- 
perty in the kidney. Hamburger showed many years ago 
that the sugar threshold of a frog's kidney could be modified 
by altering the quantity of sodium bicarbonate in the perfusing 
fluid, whilst Clarke demonstrated that this was not due to 
any alteration in the shape of the mesh of the semipermeable 
membrane of the p¢'omeruli, but to the tubules failing to 
absorb sugar in certain circumstances. The fall in this power 
of absorption of the tubules some hours after a meal suggests 
that the ingredients of the plasma control the threshold. 
Since we have records of many people who have had sugar in 
their urine without hyperglycaemia for more than twenty 

ears we must conclude that often this condition is negligible. 
The fact that occasionally a case of glycosuria develops true 
diabetes mellitus only leads us to the conclusion that the 
peculiarity does not protect from diabetes mellitus. Perhaps 
an appropriate simile exists in the fact that alkaptonuria does 
not protect from carboluria, but makes the diagnosis a little 
less simple, just as a low threshold complicates the diagnosis 
of diabetes mellitus. 


D1aenosis. 

The differential diagnosis between glycosuria without hyper- 
glycaemia and diabetes mellitus is as a rule quite simple, but 
in doubtful cases laborious. It is my duty, however, to 
emphasize the fact that no case of glycosuria should be con- 
sidered negligible until the medical man responsible for its 
treatment is convinced that his patient is not suffering from 
diabetes mellitus. The restriction of diet does little harm to 
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a case of negligible glycosuria, whilst an unlimited diet does 
incalculable and irremediable damage to a true diabetic. 

The method I adopt in doubtful cases is the following: 
The patient hasa sample of blood taken and empties the 
bladder. He is then given a known quantity of dextrose, the 
amount depending upon the likelihood of his having diabetes 
mellitus—the less the probability the larger the dose. Blood 
samp'es are taken at intervals of ten minutes and urine 
samples at intervals of a quarter of an hour for two hours. 
In the majority of typical cases a striking phenomenon is 
noted—namely, that the percentage of sugar in the urine 
rises after the sugar in the blood has started falling. This 
great delay in the maximum glycosuria seems typical 
(Chart 1). The hypoglycaemia which follows within ninety 
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minutes of the ingestion of the sugar rules out diabetes 
mellitus (Chart 2). Lt is the border-line case which is difficult 
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(fall of blood sugar delayed, glycosuria almost coincident with . 


hyperglycaemia, diuresis accompanies hyperglycaemia), and 
occasionally, as in the case illustrated, the only method of 
arriving at a conclusion is by leaving t!e patient upon an 
ordinary diet and re-examining after ay interval of a few 
months. 

_Glycosuria with hyperglycaemia arises from other causes 
than pancreatic inefficiency; it may be due to hyper- 
thyroidism, overactivity of the suprarenals, disease of the 
pituitary gland, irritation of parts of the central nervous 
system, and perhaps to certain changes in tle liver. 

The differential diagnosis may need the use of all the 
methods at our disposal. Slight hyperthyroidism rarely 
Jeads to glycosuria with byperglycacmia; considerable over- 
activity of the thyroid increases. the basal metabolism and is 
usually associated with tachycardia, fine tremor, and a moist 
skin, three signs which do not arise from .paucreatic insuffi- 
ciency. Overactivity of the suprarenal glands may arise 
from anxiety; usually an.increased blood pressure can be 
demonstrated; this when present does not permit true 
diabetes being excluded. As far as 1 am aware, ketosis and 
a low respiratory quotient do not accompany glycosuria of 
suprarenal origin. 

In disease of the pituitary gland the glycosuria is often 
inie:mittent; the relation Letween sugar tolerance and 


‘changes in the gland is not easy to understand. In some 


cases of pituitary tumour the sugar tolerance is low, whilst 
the patient responds weil to treatment by restricted diet; in 
others the sugar tolerance is abovethe normal. A radiograph 
of the skull assists diagnosis. The differential diagnosis 
between pancreatic and hepatic disease may be made b 
estimating the sugar in the blood after the injection of 
insulin, or some pancreatic extract which replaces the sub. 
stance made by the islands of Langerhans. A fall in the 


‘sugar indicates that the hyperglycaemia was pancreatic jy 


_— no distinct change will point to the liver being at 
ault. 

In the past Cammidge has found that the ratio of two 
substances in the blood—one dextrose, the other a substance 
which can be hydrolysed into a sugar—is not the same 
at varying times after food in hepatic and pancreatic dig. 
ease. Space does not permit my giving details. The 
fact that insulin by itself does not change a, 8 glucose into 
y glucose without the presence of hepatic extract seems 
to point towards the possibility of the existence of hepatic 
glycosuria.” 

Having arrived at the diagnosis of pancreatic diabetes the 
patient should be examined with great care to discover any 
focus of infection. ‘The gums, alveoli, tonsils, antrum, lungs, 
skin, and urinary tract sliould receive special attention. An 
focus should be dealt. with immediately unless a general 
anaesthetic is an absolute necessity. Local anaesthetics and 


intraspinal anaesthesia do but little harm, but chloroform,) ; 


ether, and nitrous oxide should be avoided, because they may, 
and often do, cause destruction of some of the cells of the’ 
pancreas which are still doing some work. In all probability 
nitrous oxide with 20 per cent. oxygen would prove of but 
little harm, but since real relaxation can be. obtained only. 
when the mixture is administered under pressure we must 


wait until a philanthropist will supply the funds for a theatre — 


which will withstand an extra half-atmosphere pressure. 

The treatment of the patient should not be delayed ; often 
every day is of value. The object of the treatment is to 
reduce the sugar in the blood to 0.10 per cent. without pro- 
ducing a ketosis or increasing an already existing ketosis;: 


then to find a diet which will not cause the sugar in the’ | 


blood to rise above 0.15 per cent. at any time. 

The only way to arrest the progress of the disease is by 
ceasing to overwork the pancreas. We have reason to believe 
that certain forms of glucose in the blood stimulate the 


pancreas, and if these be present in excess overstimulation: 
Itis 


which results in progressive deterioration is inevitable. 
true that not every case of diabetes mellitus can be arrested; 
some are too advanced when they come under treatment ; the 
lives of these must depend upon a supply of insulin. Cases 


treated correctly may go downhill owing to events against — 


which we do not know how to guard our patients. A patient 
may have a second or even a third attack of diabetes mellitus; 


because he has had one or two he is not immune from further. — 


invasions. 
toxin which destroys the cells of the islands; the fact that 
occasionally slight pyrexia accompanies the onset suggests 
that it may be of microbic origin, but this slight pyrexia is the 
exception rather than the ule. 


The second attack may occur whilst the patient is on a diet 


We are not acquainted with the nature of the | 


which has prevented blood sugar rising above 0.15 per cent. — 
during the previous months or even years; in all respects it: | 


simulates the first attack. ; 
polyuria, and. glycosuria; these are totally different from 
those occurring in the cases incorrectly treated when the 
alteration is insidious, the tolerance gradually diminishing 
and the glycosuria slowly becoming more frequent. 2 
Another event against which we cannot guard our patients 
is infection : influenza, pneumonia, whooping-cough, chicken- 
pox, etc. I have seen all these lead to stch deterioration 
in the pancreases of arrested cases that upon re-estimatin 
the tolerance of the patient I have found that a decision ha 
to be made between death from inanition or ketosis. 
of interest to note that often in these infections the return of 
glycosuria occurs before the signs and symptoms of the 
disease are manifest or before the temperature rises. ‘This 


is not difficult to understand when we remember that the. | 
injection of a few million dead microbes into a diabetic will > | 


cause a temporary hyperglycaemia. ‘ 
A third event whicli may cause advance of the disease 1s 


a general anaesthetic, and circumstances may arise which ~ 
leave no choice—such as malignant disease umywhere above 


the first lumbar segment. 


The symptoms are sudden thirst, : 


It is. } 
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TREATMENT. 

The treatment of the patient should depend upon his age, 
condition, duration of the disease, and severity of the sym- 
ptoms. For the purpose of describing the treatment patients 
may be divided roughly into three groups: (1) Recent acute 
onset. (2) Acute onset some years ago, or chronic disease of 
years’ standing: patient emaciated with ketosis. (3) Mild 
cases, obese but losing weight, often with signs of arterio- 

lerosis. 

** Patients belonging to Group 1 should be put to bed and 
placed upon a beef-tea diet straight away. The risk of 
ketosis is negligible in quite recent cases. The blood sugar 
should be estimated after forty-eight hours’ fast even if 
glycosuria persists. Ihave met at least four cases of true 
diabetes mellitus with low renal thresholds: glycosuria per- 
sisted in these after the blocd sugar was normal (0.10 per 
cent.), and they might have been fasted indefinitely if an 
attempt had been made to abolish the glycosuria. ! 

If the blood sugar is normal the patient is given 10 grams 
of carbohydrate in the form of vegetables for two days, and 
cn the third day the blood is taken at intervals after a mweul 
containing 5 grams of carbohydrate given as white bread. If 
the blood sugar does not at any time rise above 0.14 per cent., 
the daily diet is raised to carbohydrate 15 grams, with the 
addition of 15 grams of protein and 15 grams of fat. 

After an interval of two more days blood samples are taken 
following a meal of carbohydrate 10 grams, protein 10 grams, 
jat 10 grams (carbohydrate given as bread); if satisfactory, 
the daily diet is raised to carbohydrate, protein, fat, 30 grams 
of each, and after two days the effect-of a meal of 15 grams 
of each is observed. Provided no hyperglycaemia follows, 
the diet is raised to carbohydrate, protein, fat, 45 grams of 
each, for the next two days; then a meal of 20 grams of each 
is given, and if that is well borne the daily diet is raised to 
60 grams of each. 

No advance is then made in carbohydrate or protein, but 
fat is increased 20 grams daily, until the patient is receiving 
25 calories per kilogram body weight, provided no ketosis 
occurs. This allows a suitable diet to be found. The patient 
should have the blood examined every few days to see that 
the blood sugar does not rise above 0.15 per cent., and remain 
upon 25 calories per kilogram for at least a month. After 
that time the effect of slight increases in carbohydrate may 
be observed. Undernutrition for a considerable period is 
advisable, even if the blood sugar remains low, the rationale 
being that the maximum recovery of the pancreas will occur 
if it be given the minimum work with the best blood supply. 

Fasting may rest-the pancreas, but a very long fast probably 
interferes with its nutrition; we must attempt to steer a 
course between the Scylla of overwork and the Charybdis of 
starving the pancreas. The patient may be allowed up after 
the second week of treatment. Free purging with magnesium 
sulphate during the first few days of treatment is beneficial 
to the patient. 

If the blood sugar be found to rise abcve 0.15 per cent. 
before so liberal a diet be attained an attempt must be made 
to decide which of the kinds of food is responsib!e. Now and 
then we come across patients who are able to take more 
carbohydrate than fat, although the reverse. is the more 
common. Those who have not met these cases may feel 
inclined to attribute this to the fact that the energy value of 
fat is more than double that of carbohydrate, and that-it is 
simply due to the general tolerance of the patient being very 
low; this is, however, not the explanation, because some can 
take more energy in the form of carbohydrate than in the 
form of fat. 

This fact confirms the view I have taken for some years, 
that although the general build and main chemical changes 
in all men are similar, the differences in their metabolism are 
not less than the differences in their personal appearance. 

The emaciated patient with ketosis must have preliminary 
treatment before fasting. ‘The fat should be removed from 
his diet immediately, and after two days of very limited 
protein and carbohydrate fasting should be ordered for two 
days. If the blood sugar does not fall to normal in that time 
two days of a diet of carbohydrate 10 grams, protein 20 grams, 
should be given, and then the effect of two more fast days 
observed. Yet a third fast may be tried if the second does 
not aecomplish the desired result. In case the third fast 
proves unsuccessful the patient should be carefully re- 
examined for some focus of infection; if none be found a 
meagre diet of carbohydrate 10 grams, protein 30 grams, 
fat 20 grams, may be given for fourteen days, and then 
another attempt should be made to reduce the patient's blood 


to normal. When the blood sugar has been normal for 
twenty-four hours the effect of food is determined in the 
same way as in the essay on the recent cases. As a rule the 
tolerance is found to be very low. 

The mild cases need not be fasted: a restricted diet reduces 
the blood sugar to normal. The obese patients are given very 
little fat until they have burnt the excess in their bodies, 
The diet is controlled by frequent estimations of the sugar iu 
the blood. 

It is an unfortunate fact that at present the work entailed 
is considerable, because the time after a meal at which tlic 
sugar in the blood rises to the maximum is not constant. 
Obviously it will depend not only upon the type of carbo 
hydrate given, but also upon what food is given along with 
the carbohydrate. Samples should be taken every quarter of 
an hour, beginning half an hour after the meal, for one aud 
a half hours. This need be done only when «he final diet is 
being reached. 

Perhaps if the blood sugar can only occasionally be esti- 
mated it is wiser to make an attempt to find the diet that wi | 
just allow the threshold being exceeded, and then arrange 
a permanent diet which is two-thirds that amount. For 
this purpose the daily examination of the urine for sugar is 
useless and most misleading. ‘The urine must be passed at 
intervals after a meal which should contain five-twelfths of 
the daily diet. Each specimen should be examined separately. 
Often the twenty-four hour sample will not contain sufficient 
sugar to give a positive reaction, whilst several separate 
specimens show that the threshold has been exceeded for 
a short time after the meal. 

Having determined the correct diet, the patient is told to 
test the urine from time to time, but on no account to 
increase the diet, even if there be no sugar. The object of 
the treatment is not to abolish glycosuria but to arrest the 
disease. Sherrill has recorded cases in which he has 
observed that patients whose tolerance has deteriorated 
whilst on a diet which prevented glycosuria may have tlie 
disease arrested by regulating the diet by the sugar conient 
of their blood. I, too, have had many similar cases. 


Treatment by Insulin. 

How far insulin will modify the treatment of diabetes 
mellitus is not easily foretold. ‘There is very little doubt that 
it will prolong the lives of those patients who have only 
a very small fraction of the islands of Langerhans function- 
ing. The history of insulin is fairly well known; I regret 
that space will not permit me to give details, but only to 
express my admiration of the work of Banting, Macleod, and 
their fellow workers. The substance termed “insulin,” 
obtained by fractional alcoholic precipitation, seems to be 
something other than a ferment, and does not give the 
protein reaction. That it, supplies the substance which the 
diabetic does not make seems beyond doubt. Tlie diabetic 
fails to store sugar, as shown by the blood sugar becoming 
excessive; he fails to burn sugar, as shown by his respiratory 
quotient being too low. The injection of insulin into a 
severe diabetic lowers his blood sugar and raises his 
respiratory quotient. 

ew it acts needs investigation, but it has been shown that 
the sugars in the blood of diabetics are not the same as those 
in the normal individual, and that’ the abnormal sugars can 
be converted into the normal by the action of insulin along 
with hepatic extract. 

Insulin is not upon the market in Great Britain,” although it 
is procurable in other countries. The dangers of its use are 
not, in my opinion, fully realized at the moment. An over- 
dose may lead to convulsions, coma, and death; but, since 
the introduction of a little dextrose acts as a complete and 
rapid antidote, that danger seems to be almost negligible, 
provided that everyone into whose hands insulin finds its 
way is made acquainted with the facts. In my opinion the 
danger lies in the administration of limited insulin and un- 
limited food: The simile between the treatment of diabetes 
mellitus with insulin and of myxoédema with thyroid extract 
is inopportune. No doubt the activity of the thyroid waxes’ 
and wanes as necessity arises, and the individual taking 
thyroid, however carefully the dose be regulated, ‘is not so 
well as’ he who has a normally active thyroid. The varia- 
tions in the activity of the pancreas in all probability ave 
many hundredfold the variations in the thyroid; the activity 
seems to be governed by the sugar in the blood, whicli in 


turn depends upon the carbohydrate in the food: 


*Since this was written insulin has been placed upon the market and 
= has had opportunity of confirming the beneficial effects recorded by 
others. 
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ON NORMAL METABOLISM. 


EDICAL Jounnay, 


Man can live fairly comfortably on 30 grams of carbo- 
hydrate along with unlimited protein and fat. If a case of 
severe diabetes be given enough insulin to ensure his 
utilizing 30 grams of carbohydrate he will escape the 
symptoms of diabetes mellitus, but his blood sugar will be 
above 0.15 per cent. during the greater part of the twenty- 
four hours, which will cause overstimulation of the small 
amount of pancreas which he still possesses and gradual 
deterioration. The final stage will be total destruction of the 
pancreas; then the patient will have to rely for all the sugar- 
burning material on supplies from the outside. In case these 
fail, life would be extremely short. This is the danger which 
should be avoided by strictly correlating the diet with the 
amount of insulin available from the pancreas of the patient 
together wi:h that injected. 
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OBSERVATIONS ON THE INFLUENCE OF INSULIN 

ON NORMAL METABOLISM IN MAN. 
BY 
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FOULERTON STUDENT OF THE ROYAL SOCIETY, 
AND 
T. A. HUGHES, M.B., B.Ca., M.R.O.P., Masor I.M.S. 
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Tue study of the respiratory exchange in diabetic patients 
and in depancreatized dogs by Banting and his co-workers! 
has shown that the injection of insulin, either alone or com- 
bined with the administration of sugar by the mouth, causes 
a pronounced rise in the respiratory quotient. This rise has 
been generally interpreted as indicating increased con- 
sumption of glucose, the ability to burn carbohydrate being 
temporarily restored by the action of insulin. Dudley, 
Laidlaw, Trevan, and Boock? have recently failed to find 
any direct evidence of such an action of insulin in normal 
mice and rabbits, the diminution of circulating sugar being 
attended by a profound fall in both oxygen consumption and 
oatput of carbon dioxide, although they observed in some experi- 
ments a marked rise in the respiratory quotient which evidently 
could not be attributed to increased combustion of glucose, 

So far as we are aware, no observations on the influence of 
insulin on normal metabolism in man have been recorded, 
and it seemed worth while to record two such experiments, 
which Miss M——, a medical graduate, very kindly allowed 
us to make upon her. We made three series of observations, 
and on each occasion the subject had no food and only water 
to drink for the preceding fifteen hours, and during the 
experiment. She was kept at rest in a bed which was 
screened off in a corner of a ward. A number of six-minute 
samples of expired air were collected in a Douglas bag at 
approximately hourly intervals, some before and some after 
the injection of insulin. Before the collection of each sample the 
subject breathed for five minutes through the mouthpiece con- 
taining inspiratory and expiratory valves, in order to ensure 
rcspiratory equilibrium. Obse: vations of the pulse and respira- 
tions were made during this period and during the collection 
of the sample. A half-hourly record of the rectal temperature 
was kept throughout the day of each experiment. 

The insulin used in these experiments was made under 
Professor Drummond’s direction in the Biochemical Depart- 
ment at University College, and was tested for us by Dr. 
Babkin. We have expressed the dose used in multiples of 


the amount required to reduce the blood sugar of a rabbit 


weighing 2 kilos sufficiently to cause convulsions. The in- 
jections were made subcutaneously, and changes in the blood 
sugar were followed, using Maclean’s method for 0.2 c.cm. of 
blood.® 

A preliminary experiment in which we took a scries of 
eight samples of expired air, four before and four after the 


_ injection of two rabbit doses of insulin, gave the subject the 


necessary training in breathing and furnished an indication 
of the amount of insulin which could be used in our later 
experiments. The fall of blood sugar in four hours after this 
dose of insulin was from 0.123 per cent. to 0.108 per cent., and 
there were no significant changes in the metabolism. We 
give condensed protocols of our two subsequent series of 
observations. 

In both these experiments there was a marked rise in the 
respiratory quotient associated with the fall in blood sugar 


caused by insulin. In Experiment 2 ihe blood sugar fell f 
0.125 per cent. to 0.080 cent. in one and a 
and, allowing a quarter of an hour for insulin to be absorbed 
in sufficient amount to affect the blood sugar, there was 
fall of 0.045 per cent. in an hour. If we assume, with Keith 
Rowntree, and Geraghty,‘ that the blood volume in man jg 
85c.cm. per kilo of body weight, this represents a loss of 
0.045 x 76 x 85 29 , 

100 = 2.9 grams of glucose. This is a conser. 
vative estimate of the amount of sugar lost from the blood, 
because the low level of blood sugar was maintained at 
0.080 per cent. for the succeeding two hours, which suggests 
the attainment of an equilibrium between the sugar disposed 
of by insulin and that which is in all probability mobilizeq 
from the liver during the time of its action. 

What is the fate of this sugar lost from the blood? Is it 
consumed, transformed to glycogen and stored in the liver 
and muscles, or is it transformed to some other complex, such 


Ferperim nt 2 ‘Fig. 1). Miss ——, 26, weight 76 kilos. 
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Fia. 1.—The effect of ten rabbit doses of insulin on the metabolism 


combustion of carbohydrate. 


was a definite increase in the ventilation rate one and a quarter 
hours later, but the patient showed no symptoms till 2.20 p.m, 
when she commenced to perspire mee ‘At 2.45 she complained 
that our voices were unduly loud and that she w K 
The drowsiness increased, *‘ coming and going in waves,”’ and the 
change in mental condition became very striking. The blood 
ressure was normal and there were no neurological signs. _ At 
p.m. 50 grams of glucose were given and the symptoms rapidly 
disappeared. 


as fat? It it is stored as glycogen, we are left without any ~ 


1.45 220.5 { 203.5 | 0.923 | 65.5 | 0.080 | 99.3°| 74 15 
2.45 ot Si7 229.0 | 197.0 | 0.860 | 67.0; 0.C83 | 99° 71 19 
3.30 wt 223.3 | 180.0 | 0.806 | 64.2 | 0.080 | — 68 20 
cn. 
70) 
Qr 
Co 
per 
Tan. 
60 —|850 250ct 
-700|__ 20000) 
| | | | | 


of a normal person weighing 76 kilos. R.Q.=respiratory quotient. ; | 
Calories per hour calculated from observed oxygen consumption and, 
R.Q. on the assumption that the rise in R Q. is wholly due to increased i 


At 12.30 ten rabbit doses of insulin were administered. There 


she was feeling drowsy, | 
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Experiment 3 (Fig. 2). 


Time. 


Blood Sugar. 


if 


Ventilation 
2 per min. in 
litres. 


222.0 | 172.8 | 0.778 99.4°| 55 
«213.3 | 164.6 | 0.772 | 61.0 | 0.130 | 99.6°] 60 
11.15 »». | Insulin—8 rabbit doses injected. 
12.15p.m...| 5.67 { 229.6 { 193.0 | 0.867 [ 67.3 | 0.102 | 99.8°| 73 
2.15 «| 5.90 | 239.0 | 200.6 | 0.839 | 69.3} 0.077 | 99.4°| 70 | 16 


: 
3 


330 ...| 5.38 | 2276 | 1716 | 0.754 | 64.8 | 0.089 | 98.2°| 72 | 13 

. 

ca, 

fer. 

250ce. 

—$758 


Fic. 2—The effect of eight rabbit doses of insulin on the same 
subject as Fig. 1. Calories pr hour calculated as in Fig. 1. 


At 11.15 a.m. eight rabbit doses of insulin were given. There 
were no symptoms, though the pulse and respiration rate rose 
slightly, except a subjective sensation of warmth soon after the 
injection, and a tendency to perspire at about 2 p.m. 


explanation of the pronounced rise in the respiratory 
quotient. We are therefore confined in our consideration to 
the first and last possibilities. Let us examine the first of 
these and assume that the glucose is consumed under the 
of 
e combustion of 2.9 grams of glucose would require 
2.158 litres of oxygen, and would pall. in the Weonntine of 
& corresponding amount of carbon dioxide, since 1 gram- 
molecule (= 180 grams) requires for its complete combustion 
6 gram-molecules of oxygen, or 6 X 22.33 litres at standard 
temperature and pressure, according to the equation— 
CeHi20¢ + 602 = 6CO2 + 
If the glucose lost from the blood were burnt the rise in 
gxygen consumption per minute should average 36 c.cm. 
uring the hour of the fall. Actually, the increased con- 
sumption of carbohydrate would raise the basal metabolic 
rate of a starving person and cause a still greater increase in 
the amount of oxygen used. In this experiment there was 
po significant rise in the amount of oxygen used, and this, 
gether with the rise of over 30 c.cm. in the output of carbon. 
dioxide a minute, suggests that the combustion of glucose 


Plays only a minor part in the production of the high 


respiratory quotient, aud that the principal factor in causing 
this change is the transformation to some 
b of oxygen and liberation of 
excess of carbon dioxide. The metabolism in .calories per 
hour is calculated in these experiments on the assumption 


that the rise in respiratory quotient is due to the com-. 


bustion of additional carbohydrate, allowing a larger pro- 
duction of heat from a given oxygen consumption at a higher 
respiratory quotient. Even on this assumption, which we 
believe to be unsound, the greatest increase in metabolism 
calculated from the observed oxygen consumption and 
——— quotient—namely, 1.3 calories an hour—does not 
correspond with that calculated from the combustion of the 
amount of sugar lost from the blood—namely, 2.9 x 4.1 
calories = 11.89 calories. 

In Experiment 3, in which we gave a smaller dose of 
insulin, the results do not indicate so clearly the nature 
of the increase in respiratory quotient. ‘The sugar lost 
from the blood in two and three-quarter hours was 
0.053 x 76 x 85 

100 = 3.42 grams. The amount of oxygen 
necessary for the combustion of this amount of sugar is 
2.530 litres, or an average of- 24 c.cm. a minute, Although 
the observed increase in the oxygen consumption does not 
attain to this calculated value, it affords definite evidence of 
the combustion of glucose. The disproportion between the 
observed increase in oxygen used—that is, 2,120 c.cm. (q.p.)— 
and that in carbon dioxide given out—that is, 35,193 c.cm. ir 
two and three-quarter hours—supports our contention that 
the rise in respiratory quotient is due in part at least to 
transformation of glucose into some complex poorer in 
oxygen, and that the metabolic rate as calculated from the 
oxygen used and the respiratory quotient is much above its 
real value. 
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SOME PROBLEMS OF DIABETES MELLITUS.’ 


BY 
L. B. WINTER W. SMITH. 
(From the Biochemical Laboratory, Cambridge.) 


Nearty forty years ago Mering and Minkowski showed that 
complete removal of the pancreas resulted in a condition 
of diabetes. Numerous attempts have since been made 
to prevent the diabetes following on depancreatization by 
injection of extracts of pancreas. No real success resulted — 
until the great advance made by Banting and Best. It was 
found that if the acinous tissue of the pancreas was allowed 
to degenerate after tying of the duct, an aqueous extract of 
the gland would diminish the excretion of sugar when in- 
jected into depancreatized dogs. ‘This tended to explain the 
failure of previous workers. Presumably the active principle 
of the islets of Langerhans, which they termed “ insulin,” was 
destroyed by some secretion of the acinous tissue. 

The discovery, due to Collip,’ that an alcoholic extract of 
normal pancreas is effective, has made possible an extensive 
trial of the effect of insulin on diabetes in man.? These 
workers have treated a large number of cases, with suc- 
cessful results. They establish beyond doubt that injection 
of insulin, in the majority of cases, stops the excretion of 
sugar and acetone, and enables the patient to utilize an 
increased amount of carbohydrate. 

The action of the pancreas on carbohydrate metabolism 
has been the subject of much study. The work of Colnheim 
suggested that the pancreatic secretion caused an increased 
consumption of glucose by the muscles. Levene and Maye: 
found, however, that the disappearance of glucose was due to 
the formation of a disaccharide, and that this formation took 
place only in concentrated solutions of glucose. If the solu- 
tion was diluted the disaccharide was hydrolysed, and the 
reducing power showed that the glucose concentration was 
the same as at the beginning of the experiment. Though it 
is difficult to determine the precise bearing of these results on 
diabetes, they tend to show that the action of the pancreas is 
to activate some enzyme system—for the addition of pancreas 
or muscle extract alone to glucose was without effect; only 
when muscle and pancreas were acting. together was any 
effect observed. Clark! showed that the consumption of 


. sugar by the heart was increased when the perfusing fluid 
was also 


through the pancreas. In a later paper’ he 
established the remarkable factthat perfusion of the pancreas 


*Since this was written there hee appeared. an article by Hewitt 
(British MEDICAL JouRNAL, April 7th, 1923, pp. 590-59) criticizing some 
of this work, We propose to reply imdetail in the near future. - a 
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with a solution containing glucose caused the optical rotation 
to be diminished, whereas the copper reducing value re- 
mained unaltered. He suggested that the pancreas contained 
an enzyme which was responsible for converting dextrose 
= a form of sugar, which then could be utilized by 
e body. 
_ The precursor of lactic acid in muscle has been investigated 
during recent years by Embden and his co-workers. They 
have shown that liberation of phosphoric acid accompanies 
the setting free of lactic acid. We have shown that when 
muscle is put into rigor the increase of inorganic phosphate 
may be demonstra re Embden has isolated 
from muscle an osazone which is identical with that of the 
hexose-diphosphoric acid compound obtained from yeast by 
Harden and Young. While it is uncertain whether the lactic 
acid precursor or “ lactacidogen ” is a hexose-phosphate, they 
consider that such a compound is certainly a component of 
the molecule which gives rise to lactic acid. Added hexose- 
hosphate was readily broken down by muscle juice with 
iberation of lactic and phosphoric acids; added glucose was 
not converted into lactic acid. Harden showed that the 
hexose-diphosphate which he obtained from yeast yielded 
fructose on hydrolysis. Robison® has recently isolated from 
the products of fermentation by yeast juice a hexose-mono- 
hosphoric acid compound which gives on hydrolysis a 
exose with a lower rotatory power than glucose. The 
present evidence points to the possibility that a special 
sugar may be formed in muscle which may readily break 
down into lactic acid. 


The Problem of a Reactive Sugar. 

With the idea that diabetes might be due to decreased 
formation of a reactive sugar we began in 1921 an investiga- 
tion into the nature of the normal blood sugar by a comparison 
of its copper reducing and polarimetric values. For a deter- 
mination of the latter the blood, filtrate must be clear and 
concentrated to a small bulk owing to the small sugar 
content of normal blood. It was soon apparent that precipi- 


_ tation of the proteins by the usual methods was insufficient 


by itself, for on concentration the fluid invariably became 
turbid,’showing the presence of unprecipitated protein. The 
proteins were precipitated according to the method of Folin 
and Wu; the filtrate was evaporated to dryness by distilla- 
tion in vacuo at 40°C. The sugas was then extracted with 
85 per cent. alcohol; the alcohol was distilled off under 
reduced pressure and the sugar taken up in a small quantity 
of. water. While this method does not give a pure sugar 


_ solution, nitrogen determinations showed that only minimal 


amounts of such substances as urea, creatinine, etc., were 


' present and the biuret and protein colour tests were 


negative. 

y this method? we find that the blood sugar of man and 
animals has a lower rotatory power than would be given 
by a, 8 glucose in equilibrium, the copper reducing value being 
reckoned as glucose. The polarimeter readings gradually 
approach the copper value and usually reach it in tbree 
days. While the time which elapses between the drawing of 
the blood and the determination of the rotatory power of 
the sugar being made is at least three hours, the sugar 
is in weak acid solution during the whole of this time, and 
alteration is likely to be reduced to a minimum. \ 

Examination of the blood sugar of, diabetics. shows that the 
sugar has a higher polarimetric value than that of a, B 
glucose. Control experiments, however, showed that solu- 


tions of a, 8 glucose treated in the same manner as the b'ood - 


filtrates gave slightly higher polarimeter values than those 
deduced from the copper reducing power. A possible reason 
for this was advanced, and it was suggested that in diabetes 
the blood sugar is mainly a, 6 glucose. In certain cases of 
diabetes the polarimetric value was so much higher than 
that which would be given by a, 8 glucose that we suggested 


‘that disaccharides or other substances with a higher polari- 


meter to copper reducing ratio than glucose might be present. 
We have obtained further evidence in the support of this 
view which will be discussed later. 

As we have previously stated,® the nature of the normal 
blood sugar must be left undecided, though we hope in the 
future to obtain more direct evidence of its chemical nature. 
The facts now available suggest that it is of a reactive nature. 
The rotatory power is initially low, but tends to increase. 
Decolorization of KMnQ, is at first rapid, and then becomes 
slower as the rotation increases. The fact that the blood 
sugar in such a solution as we have obtained decolorizes 
KMnO, more quickly than a solution of glucose of similar 


concentration is of no significance, since many su 
ey phosphates, accelerate the oxidation of glucose, 
It is only when the rate changes from day to day that it ig 
—— to suggest that a reactive sugar is present, 

ewitt and Pryde” have shown that a solution of a, 8 glucog, 
in equilibrium introduced into the intestine of anaesthetineg 
rabbits undergoes a rapid downward mutarotation. On with. 
drawal from the intestine the rotation increases and rapj y 
reaches the copper reducing value. Simple filtration was 
employed to obtain a clear solution. Fluids in contact wit}, 
living tissues are apt to become contaminated with protein and 
other substances, especially if the tissues are injured. Tyj, 
differences, however, in the rotations observed are very striking, 
It was stated that KMnO, was decolorized more rapidly by 


the sugar solution on withdrawal from the intestine than by | 


Ringer-Tyrode solution or washings from the intestine. 'Thig 
does not dispose of the possibility that there may have beep 
in the sugar solution some substance derived from th, 
intestine which catalytically accelerated oxidation of the 
sugar by KMnO,. That the phenomenon was not obseryej 
with sugar solution withdrawn from the peritoneal cavity dogg 
not invalidate this criticism. Indications were obtained tha} 
stereochemical changes took place in sugar solutions held jy 
the mouth for a few minutes; the changes were slight, and 
difficulty in filtering the solution was caused by the saliva, 
The authors suggest that a, 8 glucose is converted intg 
y glucose preparatory to absorption by the intestine. The 
reaction of the fluid was stated to be slightly alkaline, anj 
the sugar reached equilibrium about twenty minutes after 
withdrawal. We have found thatthe blood sugar does no 
reach equilibrium for two or three days in acid solution. The 
influence of the reaction of the fluid is being studied, butit 
must be remembered that if the precipitation is carefully 


carried out, all but a trace of the tungstic acid combines with | 


the proteins. 

Whatever the precise nature of the normal blood sugar may 
be, the hypothesis of a reactive sugar being formed in th 
body is gaining ground. Ina recent paper Laquer" gives th 
results of an investigation into the problem of lactic acil 
formation in muscle. He finds that lactic acid arises from 
glycogen under conditions in which the muscle can fom 
no Jactic acid from glucose. He concludes, “ Glucose js 
burnt by muscle not directly, but after conversion intos 
reactive form. This reactive sugar is produced directly 
by the breakdown of glycogen.” 


The Action of Tissue Extracts. 

In an attempt to determine whether tissue extracts coull 
effect a change in the rotatory powers of glucose or fructoseis 
vitro, we first examined the blood itself. Hewitt and & 
Souza! and Cooper and Walker,’ using different methods 
had previously stated that an enzyme of this nature is 
not present in blood. We could find no alteration in the 
rotatory power of a, 8 glucose when it had been incubatel 
with defibrinated blood and extracted by the usual methoi 
More recently we have repeated these experiments with th 
blood of rabbits which have been killed after large doses a 
insulin, sufficient to cause convulsions. In every case the 
polarimeter reading was slightly above that obtained from 
the copper value. 

No change took place when extracts of intestinal mucow 
membrane were ail either with or without the additiond 
insulin, More successful results were obtained when m 
extract of liver was employed.’ When a solution of glucow 
or fructose was incubated at 37° C. in a jacketed polar.mete 
tube (2 Dm.) in the presence of liver extract and insulin, tiie 
rotation was changed in a downward and upward directio 
respectively. The presence of insulin was necessary; bul 
insulin or liver extract by themselves were not capable d 
effecting any change. The influence of inorganic salts 
the system was tested; phosphates appeared to have al 
accelerating effect. The very small quantity of liver extrad 
used precludes the possibility of sufficient glycogen bein 
present to cause error in the determinations. The cop 
reducing power of the sugar at the end of the reaction 
unaltered. The fact that the liver factor is destroyed by 
boiling, while insulin is thermostable in acid solution, suggests 
that the function of the latter is to act as a co-enzymelst 
activator of some enzyme in the liver. sae at 


_ An Effect of Insulin on Diabetes. bs 
On the supposition that diabetes might be due to diminishel 
formation of a reactive sugar, it seemed interesting to test 
whether the nature of the blood sugar of diabetics might bt 
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a'tored after injections of insulin. In conjunction with Dr. 


‘ux Forrest,” we have investigated this -possibility. 
examined—severe and moderately severe. 


an of blood was drawn before treatment and the 


i larimetric to copper reducing value of the blood 
a Gen determined. Me each case the polarimetric read- 
ing was considerably above the copper value. An injection 
of insulin was then given each day for two or three days, 
and a second sample of blood drawn. In one case no 
change was observed; in the others the ratio polarimetric 
to copper reducing value had been lowered, showing that 
the blood sugar was more like that of normal persons. We 
have observed a further very marked difference between the 
blood sugar of diabetic and normal persons. We find’* that 
when the blood sugar of diabetics is subjected to short 
hydrolysis by weak acid a marked increase takes p!ace in 
the polarimetric value. The copper reducing power remains 
almost unaltered. On longer hydrolysis by stronger acid the 
polarimeter and copper values agree for a, B glucose in 
equilibrium. This phenomenon does not occur with the 
blood sugar of normal persons. We have not determined 
what is the sugar complex in diabetic blood which is 
responsible for this increase of polarimeter reading on 
hydrolysis. The facts would suggest that a polysaccharide 
is present which is readily broken Gown into strongly dextro- 
rotatory components. In preparing osazones from diabetic 
blood, we have in certain cases observed crystals other than 
those of glucosazone. On examining the blood sugar of 
diabetics after injections of insulin, we find in the case’ of 
the patients who have benefited from the insulin, that on 
hydrolysis the polarimeter reading does not increase above 
the copper value. In cases which bave not had their ratio 
polarimeter to copper value altered by the insulin, we find 
that the polarimeter reading does increase, showing that this 
abnormal sugar is still present. . 
Though much more work is n to provide a satis- 
factory explanation, these facts are of significance in em- 
phasizing the difference between the nor blood sugar and 


thit of diabetics, and in showing that in most cases 
ent sugar of diabetics is more normal after injections of 


Action of Adrenaline. 

It is well known that injections of adrenaline into animals 
raise the blood suzar. We have made some experiments to 
determine the ratio polarimeter to copper reducing value of 
the blood sugar after the concentration has been raised by 
injection of adrenaline. Under these conditions the nature 
of the blood sugar is considerably altered. ‘I'he initial polari- 
meter reading is usually higher than the copper value, and it 
increases on short hydrolysis. The mixture of sugars would 
appear, therefore, to be similar to that in diabetic blood 
before treatment with insulin. On preparing phenyl-osazones, 
crystalline forms other than those of glucosazone have been 
o»served. The amount of adrenaline injected into each 
animal varied from 0.5 to 1 c.cm. of a 1 in 1,000 solution. 
While the concentration of adrenaline in the blood must 
be momentarily far greater than any likely to occur nor- 
mally, even in pathological conditions, the fact that it 
will cause a derangement of sugar production in such a- 
way as to simulate the blood sugar of diabetics may not 
be without significance. ag 


Action of Yeast Extracts. 

We have made some experiments to determine how far an 
extract of yeast will lower the blood-sugar of normal animals 
and diminish the symptoms of diabetes in man. The results 
tend to show that a substance similar to insulin may be 
obtained from yeast. dy 

The action of the yeast extract, on the blood sugar of the 
fasting rabbit may be seen from the following examples: 


Rabbit 1 (weight 2kg.). Rabbit 2 (weight 2.5 kg.). : 
Time. Blood svgar. Time. Blood 
20.45, yeast 0.03 mg. 12.0, yeast 0.06. mg. : 

per gm. _ y per gm. body 

( weight injected weight injected 
3.45 eee 0, 6.0 - 0 0 
45 0.07 7.0 0.95 


The animal went into convulsions; 40 c.cm. of a 10 per cent. 
solution of glucose were injected subcutaneously. Complete 
recovery resulted, __ 

Through the kindness of the consuliing physicians and 
slaff of Addenbrooke’s Hospital, we have been able to test the 
effect of the yeast extract on diabetic cases. ‘I'wo cases had 


been rendered sugar free by diet (Graham) before treatment 
with yeast extract. The others were given injections soon 
after admission to hospital. An unusually large quantity of 
protein is allowed by the Graham diet during the early days 
of treatment; but when the twenty-four hours’ urine contained 
sugar, it was found that the urine passed up to seven hours after 
the injection was sugar-free, even in severe cases. Of the 
seven cases examined, five showed marked improvement. 
Only one injection was given each day, as we had previously 
found with pancreatic insulin that this was suflicient to cause 
definite improvement. 

In three cases a sample of blood was drawn before treat- 
ment with yeast extract and the ratio polarimeter to copper 
value determined. All had a high ratio; in one case it was 
ey high. One of the cases was sugar-free by diet; 
this, we had previously found, alters only the amount and not 
the nature of the blood sugar. After several days of treat- 
ment a second sample was , ell and the ratio redetermined. 
In all three cases the ratio had improved ; in two the polari- 
meter reading was definitely below the copper value. In each 
case hydrolysis showed that no trace of polysaccharide was 
present. The results appear to be identical with those which 
we have previously obtained after injection of pancreatic 
insulin into diabetics. Two cases of long-standing disease 
showed no improvement from injection of yeast extract or 
pancreatic insulin. A possible reason for this is advancet 
in the discussion. 


Table of Clinical Experiments. 


Polarimetric Readincs | Copper 

on Successive Days. | Value. 
L, B. W., normal (1C0 e.cm. b!ood) 0.07, 0.11, 0.13, 0.14 0.14 
L. B. W., after 0.04, 0.03, 0.08,0.09 | 0.03 
L. W., af'er 150 grm. fructose 0.06, 0.08, 0.20,0.13 | 0.16 
Diabetic (55¢.cm. blood)! 0.15, 0.12, 0.11, 0.10 0.03 
Diabetic after insulin (85¢.cm. blood)| 0.05, .0 06, 0.05 0.06 
J. 8, before yeast extract (50 c.cm.| 0.19, 0.18 0.15 
J. 8. after yeast (72 c.cm. blood) 0.15,0.14. 0.15 
before.yeast (30¢.cm. blood)... 0.11, 0.09, 0.03 0.05 
S., after yeast (65c.cm. biood) ... 0.09,0.11,0.12 |} 0.13 
J. M., before yeast (30 c.cm. blood) .... 0.21, 0.15 0.01 
M., after yeast (40'c.em. blood) 0.17, 0.0, 0.10 0.10 


The following are the blood sugar determinations (quantitative) 
on C. R., aged 11 years. This case received yeast extract — | On 
.one day no injection was given. The blood sugar remained high 
on this day. 


Phird Day. 


First Day. Second Day. 
0.14% 0.13% 013% 
1.0, 90 mg. yeast 12.45, 90 mg. yeast 12.0, 90 mg. yeast 
3.30 ...... 0.1% 3.30 0.09% 3.15 0.12% 
Fourth Day. h q Sizth Day. 
12.0 .... 0.22% 12.0 ...... 0.22% 011% 
No injection 12.30, 100 mg. yeast 12.30, 100 mg. yeast. 
3.0 0.20% 0.13% 0.0% 
ance 0.10% 5.30, 10 gm. cane 
gugar by mouth. 
6.15... 0.12% 


During the first two days of treatment with yeast extract he was 
iven 1 oz. bread a day above diet. During the remaining four 
, sto this was increased tolj.oz. On the last day cane sugar was 
given as a precautionary measure. Since this he has been on an 
adult diet Log Graham), with addition of bread and, as a rule, also 
potatoes. remained sugar-free. 


R. This case reacted neither to yeast extract nor to pancreatic 
insulin. The ratio polarimeter to — reduction was unchanged. 
Before treatment: Polarimeter, 0.10; copper value, 0.07. After 
treatment: Polarimeter, 0.10; copper value, 0.07. 


First Day. Second Day. Third Dav. 
10.30 ...... 0.10% “as 0.14% 1.15 ..... 0.12% 
(30 c cm: blood drawn.) 11.20, 140 mg. yeast. 11.30, 140 mg. yeast. 
11.0, 140 mg. yeast. 3.45 seme 0.12% 
SO 6,15 0.12% 6.0 

Fourth Day. Fifth Day. - 
10.30, 140 yeast. 11.0, £0 insulin. 

(42 c.cm. blood drawn.) GO 
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S. The polarimeter and copper reducing values before and after 
\reatment are given above. = 


First Day. Second Day. 
(3) c.cm. biood drawn.) 11.50, 140 mg. yeast. 
11.30, 140 mg. yeast. 3.0 pes 0.07% 
3.0 6.0 “ 0.13% - 
Third Day. Fourih Day. 
11.35, 110 mg. yeast. 10.45, 140 mg. yeast. 
(35 ¢.cm. blood 


GENERAL Discussion oF RESULTS. 


Two theories of diabetes have been suggested. The first 
attributes the disease to overproduction of sugar, regarding 
the pancreas solely as an inhibitory mechanism. ‘The second 
theory holds that the disease is due to progressive inability 
of the tissues to utilize sugar; and that in some way the 
internal secretion of the pancreas enables the tissue cells to 
grip the sugar and oxidize it. The deficient utilization of 
sugar in diabetes, as shown by the respiratory quotient and 
wasting of the tissues, is ascribed by supporters of the first 
theory to the toxic effect on the cells of the high concentra- 
tion of sugar, the very excess of sugar offered impairing the 
power of the cells to oxidize it. 

Evidence pointing to a reactive sugar being formed in the 
body lends powerful support to the second theory. The sugar 
which reaches the cells contains a lessened amount of a reac- 
tive type; the high blood sugar may be explained by regarding 
the sugar as a mixture of normal and abnormal types. The 
normal blood sugar is removed by the cells and oxidized, the 
abnormal cannot be burnt, and is excreted. As the disease 
progresses the proportion of normal blood sugar becomes 
smaller, and the continued call of the tissues for an oxidizable 
sugar causes the blood sugar concentration and the excretion 
in the urine to become greater. 

In. a theory of diabetes put forward by Ringer’ the 
author suggests that failure to utilize fat and carbohydrate 
is due to failure to accomplish a glucosidic union between 
the two molecules, and that the excretion of acetone bodies 
and sugar may be explained by the fact that they have 
not been linked together prior to metabolism by the cell. 
This hypothesis fits in well with the view of a reactive 
sugar. 

‘The difference in the nature of the blood sugar of normal 
and diabetic persons is against the overproduction theory; on 
this pe the diabetic blood sugar should differ from the 
normal only in quantity. Further, injection of insulin into 
diabetics alters the nature of the blood sugar, with certain 
exceptions shortly to be discussed. 


That at least two factors are concerned in the change 


is probable from the experiments on the action of insulin 
and liver extract on glucose and fructose in vitro. The 
optical activity of the sugar solutions was altered with no 
change in the copper reducing value. This suggests that 


‘the differences observed could not have been due to oxida- 


tion of the sugar or removal by some other means. Further, 
after the maximum change was observed, the rotation tended 
to revert to its original value; probably some component of 
the system was being inactivated and destroyed. We hope 
to make a further investigation on this point with a view to 
determining the conditions of activity of the enzyme. These 
experiments afford no indication as to the purpose of the 
sugar which was formed. Is it a preliminary to the forma- 
tion of glycogen, or, granting that a, 8 glucose is formed from 

lycogen in the body, is it in process of converting this sugar 
into a reactive form for utilization ? 

The evidence at present available would suggest that 
glycogen may yield different sugars under different conditions. 
While the normal blood sugar has a low rotatory power, the 
blood sugar of animals after injection of adrenaline ap- 
ep that of the diabetic in itsnature. In examining the 

lood oy of man, we found in one subject, who had no 
diabetic history, that the sugar had a rotatory power corre- 
sponding to the copper value. Possibly nervous influences, 
the result of the operation of drawing the blood, had affected 
the normal breakdown of glycogen. Macleod and his co- 
workers have shown, by a study of the respiratory quotient, 
that injection of insulin causes an increased utilization of 
sugar. They have also shown thatinsulin causes considerable 
formation of iycogen in the liver of depancreatized dogs. 
It is possible that the normat blood sugar is a mixture of a, 8 


giucose and a reactive sugar, and that insulin shifts the 
equilibrium in the direction of increased formation of tha’ 
reactive sugar, which is then stored or utilized, the latter 
depending on the need of the tissues for sugar. 

When a large dose of insulin is given to an animal the 


blood sugar falls to a point incompatible with life—the | 


nervous system is affected and convulsions ensue. Bantip 
and Best have shown that these symptoms can be relieved 
by injection of glucose. We have recently found that rabbits 
which are in convulsions as a result of injection of ingulip 
(three times minimum lethal dose) may be restored to g 
normal condition in a short time by injection of adrenalirg, 
A probable explanation is that glycogen is broken down by 
the liver and sent into the blood. 


‘ Time. Blood Sugar. 
Rabbit, weight 1,800 grams ... 9.45 ...... 0.12 per cent, 
Insulin (pancreatic) 0.03 mg. 10.0 
per gram body weight ie ee 0.07 per cent, 
1 c.cm. 1 in 1,000 adrenaline 12.50 
given intravenously | 
Animal normal 0.09 per cent, 


Tn the case of an animal which did not recover following 
administration of adrenaline, the liver was examined; it wag 
found that a new growth had greatly diminished the amount» 
of normal liver tissue. It is possible that in certain cases of 
diabetes impairment of some organ other than the pancreas 
may have occurred. Certain cases of diabetes we have found 
not to react readil 
extract of yeast. Two showed no improvement whatever, 
Both had had the disease for many years. It is suggested 
that the liver may have been affected. On the view that 
the liver contains an enzyme which is concerned with 
the production of a reactive sugar, gradual inactivation 
of the enzyme may have taken place to a considerable 
degree ; possibly consequent on deficient formation of the 
pancreatic hormone. 


to insulin from the pancreas or to an — 


A point of difficulty arises when it is rememb>red that the © 


muscles of the diabetic contain glycogen, the heart muscle 


especially being often abnormally loaded with it. The liver, ~ 
on the other hand, is usually almost free of glycogen. Itis ~ 


possible that carbohydrate metabolism in muscle may be of 


a special kind, or, as the powers of the body to metabolize ~ 
sugar become diminished, that thé essential organs are kept 
supplied with what little reactive sugar is available, to the ~ 


exclusion of the call of the less essential tissues. On the 


other hand, the abnormal glycogen content of the heart © 


muscle may point to deficient power of utilization of this 
sugar. 
secretion of the pancreas. 


Possibly there may be more than one internal — 


Evidence is accumulating to show the delicate balance — 


which exists between the various internal secretions of 


the body. On these lines may come the explanation of 


the gradual deficiency of the pancreatic hormone in dia- 


betes. Owing to the very delicacy of the adjustment between ~ 


the glands, caution must be observed in interpreting the 
results of injection of large doses of the secretion of any 
one of them. It is inadvisable, therefore, at the present 
stage, to theorize too precisely on the manner in which 
the pancreas influences the carbohydrate metabolism of 
the body. : 


Summary. 
1. The normal blood sugar of man and animals has a lower 


rotatory power than a, 8 glucose. It is probably of a reactive , 


nature. 
2. The blood sugar of diabetics is mainly a, 8 glucose. 
3. A more complex sugar is also present in diabetic blood. 
4. In the majority of. diabetic cases injection of insulin 
causes a change in the nature of the blood sugar. The 
complex sugar disappears and the ratio polarimeter to copper 
reducing value is altered. 


5. Insulin:and liver extract together alter the rotatory. 


powers of a, 8 glucose or d-fructose in vitro. 
6. Injection of adrenaline into normal rabbits causes the 


blood sugar to be altered. It appears to become like that of ~ 


diabetics. 

7. An extract of yeast has an effect similar to that pro- 
duced by insulin, when tested on animals and on diabetic 
persons, 
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8. Insulin convulsions in rabbits may be relieved, and the 
animals restored to normal, by injection of adrenaline, 
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THE ADMINISTRATION OF INSULIN BY 
INUNCTION, 


BY 
Ss. V. TELFER, M.B., Ca.B., B.So, 
(Institute of Physiology, University of Glasgow.) 


Durinc the course of recent experimental work in conjunction 
with Professor D. Noél Paton on the isolation and subsequent 
testing of insulin the possible methods of administering this 
preparation formed one of the subjects of consideration. The 
method of subcutaneous injection of sterilized aqueous solu- 
tions of known strength was employed in the determinations 
of “ potency” of the insulin which was isolated from time to 
time in the laboratory. Hypodermic medication has also 
been employed habitually in the clinical use of this material. 
It is obvious, however, that if the drug is to be employed for 
long periods this method of administration might, in many 
cases, prove to be a serious drawback. : 

In considering the possible methods of administration, it 
occurred to me that the skin surface might be utilized for the 
absorption of the drug by inunction. The following experi- 
ments on rabbits were accordingly carried out, to ascertain 
primarily if the inunction of a paste in which insulin was 
incorporated would produce the effects obtained by direct 
injection of an insulin solution. 

Simple ointments of varying strength were made by mixing 
weighed quantities of crude insulin, isolated from ox 
pancreas in the laboratory (by the method communicated by 
Dr. Dale of the National Institute for Medical Research) with 
small quantities of lanoline and with lard. The abdomen of 
each rabbit, which had been starved for seventeen hours, was 
shaved, care being taken to avoid injury to the skin surface, 
and the insulin paste gently rubbed in over the bare area. 


TABLE I.—JInunction of Insulin in Rabbits. 


Weight of Blood Sugar. 
Crude R 
Intervals. |per cent. 
t i 
ar. 30, 0.3 gm. in 10.50 p.m 0.152 i i 
1 gms. hydrous} 12 noon 0.(59 
lanoline ry p.m — but no convulsive 
.0 p.m 
10.0 p.m.| 0.084 | ™Ovements. 
4.1925 i 
pr. 4, 0.07em.in | 115 a.m. i 
seme. No signs evident. 
lanoline 2.50 p.m.] 0.091 
8.10p.m.} 0.11 
10, 1923, 
pr. 10, 0.3 gm. in 11.35 a.m 0.108 | N 
om © convulsions, 
adeps pre- 2.58 p.m 0.052 
paratus ' 43pm 0.075 
820 p.m 0.098 
“Apr 10, 1923. l gm. in 11.45a m 0.112 | Animal so 
J " e 
58ms, 12.45 p.m.} 0.034 colla 
adeps Pre- | 3.8 p.m.| 0.03% 3.30 p.m. Convul- 
paratus 0.02 sive seizures at 
4.10 p.m. Re- 
covery. 1 gm. 
glucose injected. 
Animal ate green 
food, but at 
6.40 p.m. convul- 
sions occurred 
again, . Recovery 
after injection of 
2 gms. glucose. 


TABLE II.—Subcutaneous Injection of Insulin in Rabbits. 


rude 
- Remarks. 
— Time | Glucose 
Interva’s. |per cent. 
Experiment 5. 
Mar. 1, 1923. | 0.16gm.(at | llllam.| 0.107 | Convulsions at 
ll.lS5a.m.) | 11.45a.m.] 0.095 Pm. 1 gm. 
12.16 p.m. 0.077 gucose irjected. 
12.46 p.m.| 0.031 Convulsions at 
1.17 p.m. 0.038 3.1) pm. 2¢@ms. 
2.30 p.m. 0.018 glucose inj.cted; 
Mar. 2, 1923. 11.10a.m.} 0.094 recovery. 
Experiment 6. 
Mar. 6, 1923. | 0075 ¢m, (at | 11.22a.m.{ 0.162 | No convulsions, 
11.25 a.m.) 12 noon 0.075 
10 p.m.| 0.064 
2.30p.m.} 0.C51 
Experiment 7. 
Mar. 12, 1923.) 0067¢gm. (at | 1112a.m 0127 |Convulsions at 
11.15 a.m.) 11.66 a.m 0.073 110 pm. 1 gm. 
12.50 p.m 0.053 glucose injected; 
115p.m 0.041 recovery. i 
Experiment 8. 
Mar. 16, 1923.) 0.027 gm. (at 3.10p.m.| 0133 | Noconvu'sions. 
3.15 p.uu.) 4.20 p.m 0.0 8 
5.10 p.m.| 6.031 


This procedure generally lasted about five minutes. The 
treated area was then covered with a piece of jaconet, held in 
position by a bandage. Samples of blood from the marginal 
vein of the ear were taken for estimations of blood sugar, 
immediately before and at intervals after the inunction of the 
paste. The results obtained are collected in Table I. For 
purposes of comparison the effects produced on the blood 
sugar of rabbits by subcutaneous injection of various 
quantities of crude insulin are giyen in Table II. 

In the first experiment (No.1, Table 1) a relatively largo 
amount of insulin was employed, to ascertain if any effec.s 
could be produced by inunction. As noted, there was a 
reduction of blood sugar to 0.C45 per cent., though no con- 
vulsions were induced during this period. ‘’he nypo- 
glycaemia was still pronounced twelve hours after administra- 
tion. A much smaller amount of material was cmployed 
in Experiment 2. The fall in blood sugar was just 
observable. The hypodermic injection of the same quautity 
of insulin (Experiment 7, Table Il) induced convulsions ia 
another animal within two hours. In Experiment 3 the 
crude insulin was incorporated in lard. The inunction of 
the paste induced a very considerable fall in blood 
sugar within an hour, the period of hypoglycaemia lasting 
about ten hours. A large excess of insulin was employed in 
Experiment 4. Soon after inunction the animal became very 
lethargic, and within an hour its appearance suggested 
collapse, though there were no convulsions till 4.10 p.w., 
when glucose was injected subcutaneously. ‘The animal 
remained in a collapsed condition for some time, but later 
seemed to be normal, and ate some green food. At 6.40 p.m. 
it was again in a strongly convulsed state; 2 grams of glucose 
were injected subcutaneously. At 10 p.m. it appeared to be 
recovering, but refused green food. On the following morning 
it had completely recovered and was actively running about. 
The reduction in the blood sugar was very pronounced in this 
experiment, and a considerable amount of insulin must have 
been rapidly absorbed through the skin. 

An examination of the results obtained on the subcutaneous 
injection of crude insulin (Table Il) shows that by this 
method of administration the maximum effects could be 
produced with very much smaller doses. In Expcr:ment 8 
the reduction of the blood sugar to 0.038 per cent. resulteJ 
about one hour after the injection of 0.027 gram, while in 
Experiment 7 convulsions occurred with the fall in blocd 
sugar to 0.041 per cent. two hours after the injection of 
0.067 gram. 

In reviewing these results the chief conclusion appears to 
be that insulin can be introduced into the blood stream by 
means of inunction. This method of administration neces- 
sitates the use of much larger quantities of the drug thau 
those required to produce comparable effects by subcutaneous 
injection. It is worthy of note, however, that in estimating 
the effects produced account must be taken chiefly of the 
duration of the hypoglycaemia. . A sudden reduction, followed 
by an abrupt rise in the blood sugar, such as is indicated in 
Haperiment 8, Table II, where a relatively small amount.of 
the drug was injected, indicates a transient effect. The ideal 
method of utilization would appear to be indicated by a 
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prolonged period of hypoglycaemia -maintained by slow 
absorption. 

The results also suggest that advantage might be taken of 
this method to utilize crude insulin extracts. At the present 
time the cost of isolating the drug in a pure and active state 
for the purposes of hypodermic medication is such as to 
restrict seriously its application on a large scale. It is possible 
that more liberal use of cruder materials might with advantage 
be made by means of inunction. 

I have to thank Mr. Orr for performing the analyses of 
the blood. 

The work was done under the Medical Research Council. 


A Clinical Lecture 


ON 
SUBCUTANEOUS RUPTURE OF THE 
INTESTINE. 
GIVEN AT Guy's HOSPITAL ON MaAtcH 71TH, 1923, 
BY 


R. P. ROWLANDS, M.S., F.R.C.S., 


SURGEON TO GUY'S HOSPITAL. 


Contusions, unlike bullet and other peretrating wounds, 
do not often cause multiple injuries of the bowel, but the 
individual lacerations of the intestine and mesentery are 
generally more severe. Fcr instance, the small intestine 
is sometimes completely divided. Therefore it is clear that 
the hope of recovery without operation is more remote, 
but the operation itself is likely to be less tedious and 
troublesome. 
CavseE. 

The bowel is most frequently ruptured by a wheel passing 
over the abdomen, by a squeeze or a crush, a blow or a kick. 
It may be crushed against the spine or torn from its mesen- 
teric attachments, especially at the junction of muvable and 
fixed parts, such as the duodeno-jejunal junction. Sometimes 
the reduction of a strangulated hernia has led to rupture of 
the bowel; a man was admitted to Guy’s Hospital recently 
who had ruptured his own intestine in this way. In the 
large majority of cases, as pointed out by Massie, the 
contusion is below the umbilicus; there may be, however, 
no sign of injury on the surface of the abdomen at first, but 
a bruise may appear some days later. 


Sire oF Rupture. 
Tn an examination of 381 cases, published and unpublished, 
the site of rupture was as follows: 


. Duodenum 23 cases. 
Jejunum ... ose 


In one-tenth of the cases there was more than one rupture; 


- sometimes the large as well as the small intestine was torn. 


Nature oF DaMace. 

As a rule the laceration runs for less than an inch across 
the axis of the bowel, but occasionally the latter is completely 
‘divided or severely bruised. The mucous membrane always 
pouts; the bowel dilates above and below the rupture, and 
rapidly becomes inflamed and oedematous. In nearly 
one-tenth of the cases there are complications, such as 
rupture of the mesentery or of one or more of the other 
abdominal visccra. In one-quarter of the cases there is 
fracture of the spine or pelvis, and sometimes severe 
injuries to other parts, such as the chest and head. ‘The 
frequency and severity of these complications contribute very 
largely to the mortality. 


SyMPToms AND Sians. 

Pain is the most striking symptom. Asa ru'e it comes 
on early and is very severe, being described by patients as 
“ agonizing.” 

2. Tenderness.—This is at first local, near the site of 
the injury, but later it becomes general, as a resu!t of peri- 
tcnitis. ; 

3. Shock.—Tiis is nearly always severe. It occurs, and 
may even be fatal, very soon after the accident. In some 
cases it passes comparatively quickly. 

4. Vomiting is almost always present, often constaut and 
most persistent. 


5. Pulse and Temperature.—The former is at first slow and 
weak from shock, then normal and deceptive; later jp. 
creasingly rapid and weak as a result of peritonitis. Similarly 
the — is at first subnormal, then normal, and latey 
raised. 

6. Rigidity.—At first this may be local, but it soon becomes 
general. The abdomen may be flat at first, or even retracted, 
but later it becomes distended as a result of peritonitis, with 
effusion and tympanites. 

7. Duliness.—There is usually shifting dullness in the 
flanks as a result of effusion. The liver dullness is often 
greatly diminished from free gas in the peritoneum. 

8. Transmission of Heart and Breath Sounds.--The lhcart 
and breath sounds may be transmitted, through the gas and 
fluid, over the abdomen, far beyond the natura! limits. 

9. Signs of Internal Haemorrhage.—In many cases the 
patient is pale and restless as the result of haemorrhage, 
and examination of the blood confirms the evidence of 
this grave compiication. The face is usually anxious, pale, 
ree and sweating, and is, in fact, a typical ‘abdominal 

acies,”” 

Emphysema of the abdominal wall or of the loin gencraily 
implies rupture of the bowel in its extraperitoneal part. When 
it affects the right loin the ascending colon or duodenum ig 
ruptured; on the left side, the descending colon. Later on, 
in such cases, a faecal abscess may form in the loin. 

As arule the minds of these patients are unusually active, 
and they often have a premonition of impending death. 


DIAGnosis. 

The diagnosis depends w great deal upon an accurate 
history of a severe abdominal injury. Anyone who has 
sustained such an injury should be kept under direct 
observation for a few days, for although there may be 
no bad signs at first these may rapidly develop. It is of 
the gravest impertance to admit such a case into hospita 
at once. 

Severe pain, tenderness, rigidity, and persistent vomiting 
following an abdominal injury should make us open the 
abdomen without delay, although the pulse and temperature 
and general condition of the patient may be good. It is by 
operating in the early stages that the appalling mortality of 
these catastrophes can be reduced. 

It is often difficult to distinguish this condition from 
rupture of the spleen, liver, or mesentery, in which signs of 
internal haemorrhage and shock are the most prominent, 
Presence of free gas in the peritoneum, as shown by a 
tympanitic note, diminution of the liver dullness, and rapid 
onset of peritonitis, are strong indications in favour of rupture 
of the bowel; but accurate diagnosis is not so important as 
a realization of the presence of grave intra-abdominal injury 
and the urgent need of an operation to set it right. 


TREATMENT. 

Death is almost inevitable without early operation, there- 
fore it should be carried out at the earliest possible moment, 
for mortality increases with delay. ‘The following figures, 
taken from 376 operation cases collected by Siegel, illustrate 
this po:nt: 


Mortality. 
Operation within 4 hours ... i . 15.2 per cent. 
from 5 to 8 hours 444 
from 9 to 12 hours 63.6 

later . 710.0 


The mortality of this series was 51.6 per cent., and is very 
misleading, because fatalities are so often forgotten and not 
published. 

Operation. 

While preparing for the operation every endeavour must 
be made to combat shock by warmth, saline or subcutancous 
infusions, or, in some cases, by transfusion of blood. 
Whenever possible spinal anaesthesia or gas and oxygen 
is chosen. 

The abdomen is opened in the middle line, preferably by 
displacement of the right rectus outwards. The jejunum, 
being the most likely part to be affected, is at once 
examined and the small intestine traced downwards to the 
caecum. In many cases, however, the injured coil comes 
forwards into the wound directly the abdomen is opeved, and 
gas and liquid escape. If no perforation is found in the 
jejunum or ileum the duodenum is most carefully examined ; 
in many cases lacerations of the duodenum have been over- 
looked ‘at the time of operation and have only been found 
post mortem. Lastly, the caecum and colon are examined. 
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loop of intestine has been very severely damaged 
it jae ys Se to resect. It is far safer to pare the edges 
of the laceration and to close it with two continuous sutures 
of fine linen thread. Linen thread closes wounds in these 
damaged tissues more effectively and permanently than fine 
catgut and does no harm. While the surgeon is closing the 
perforation gauze rolls are passed into the pelvis and flanks 
to absorb the effusion in these areas. This is a quicker and 
better method than washing out, and the peritoneum is left 
dry and less damaged. In late cases a stab wound is made 
about two inches above the pubis and a tube is inserted to 
drain the pelvis, but in early cases the peritoneum is 


completely closed. 


MorTALIrty. 

The mortality of this condition is appalling, and is chiefly 
due to delay and errors of diagnosis. James Berry and 
Giuseppi! have done good service by collecting and analysing 
132 cases of rupture of the intestine from contusion, from the 
records of ten London hospitals, previous to 1908. Of Berry’s 
collection, 84 patients were operated upon, with 67 deaths— 
a mortality of 80 per cent.; but in 15 the ruptures were not 
found at the operation; 7 of these were in the duodenum. 
The surgical registrars of twelve London hospitals collected 
44 cases occurring’ between 1908 and 1912.2: In 12 of these 
there was no operation. Of 32 operated upon, 23 died 
(72 per cent.). Taking these two series together, there were 
176 cases, with 116 operations, and a mortality of 77 per cent. 
It is interesting to note that 60 (or over one-third) of the 
patients were not submitted to operation. This was chiefly 
due to their grave condition on admission, owing to delay or 
the presence of complications, 

It is certain that the best results are obtained by quick 
decision, early operation, and accurate and rapid work at the 
operation, followed by careful after-treatment. 


CASE I. 

Mrs. T. H., aged 43, had been up to London, and was walking 
from the station to her home, at 4 p.m.on September 4th, 1922. 
She was carrying a heavy suit-case, which had hard: protected 
corners, when she was run into from behind by a cyclist. She was 
thrown violently forwards and doubled up over the case, one of the 
the corners of which injured her in the right hypochondrium, and 
the cyclist fell on top of her. She crawled to the sidé of the road 
in terrible agony and scarcely able to breathe or speak. A doctor 
was fetched who, however, did not think anything very serious 
had occurred, and he took her home (four miles) ina taxi. She 
almost fainted before entering the taxi, but took some sal volatile 
which made her feel better. She could not sit up or lean back, 
aud especially could not bear to be touched on the abdomen or 
trunk. Arrived at home she crawled upstairs on her hands and 
feet, holding her body rigid but shaking all over. She was givena 
cup of tea, but vomited at once. Dr. G.-J. was called in late that 
night and found her with a rigid abdomen and very tender in the 
right flank. Pulse and temperature were normal. She was 
vomiting a little, but brought up no blood. A diagnosis was made 
of “ bruised ribs and abdominal wall.’’ As the pain was still very 
great he, at the urgent request of the husband, gave an injection 
of morphine (1/4 grain), but the following morning it was. as bad as 
ever, and,as he was unhappy about the patient, Dr. G.-J, got me 
to see her at noon. Although the abdomen did not move well on 
respiration, I did not think there was sufficient cause for operation, 
but by 8 Ee. she was much worse. ‘The pulse was 124, and tem- 
perature °'; the abdomen was getting more distended and she 
was very flushed; the liver dullness had almost disappeared, and 
the pain was so intense that the patient welcomed the idea of an 
anaesthetic as she longed for unconsciousness. A diagnosis was 
made of ‘‘ruptured viscus, bowel, or bladder,” and an operation 
advised and carried out atonce. From the moment of the acci- 
dent the patient had an acute sense of impending death and the 
—_ = more than usually active throughout, in spite of the pain 
suffered. 

Operation.—On opening the abdomen through the right rectus 
gas at once escaped, also foul, bile-stained pus, of which there was 
a large amount in Morison’s pouch. There was a large collection 
of thinner sero-pus-in the vis. This- was mopped away, and 
two rents, large enough to admit the - of the finger, were found 
in front at the junction of the first and second parts of the duo- 
denum, There was a narrow bridge between the two rents which 
I divided. There was no induration of the duodenum nor any 
evidence of chronic ulceration. Moreover, the mucous membrane 
pouted, which it never does for a perforated ulcer, because it is 
adherent at the edge of the ulcer. The large opening was then 
closed with fine linen thread in two layers, the line of suture being 
transverse to the duodenum, so that the lumen wduld not. be 
narrowed. The omentum, above and below the duodenum, was 
then brought over the suture line. A tube was left in a stab 
wound just above the pubis and another in the abdominal wall 
just above the wound, The patient vomited a good deal during 
the next forty-eight hours, bringing up black vomit; the tempera- 
ture kept up for a week, and there was considerable suppuration 
in the abdominal wound and some cystitis. She slowly regained 
strength, however, and made a complete recovery. 
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CASE II. 

A man, aged about 21, in the Officers’ Training Gotpa, at 9 p.m, 
on December 29th, 1915, was struck in the abdomen by the handle 
of a handcart. It hurt him very much, but he did not fall and 
later went home to Woolwich. He did not sleep at ail that night, 
having dreadful pain in the abdomen and vomiting frequently. 
He was seen by Dr. Baird, who sent him up to Guy’s Hospital the 
following day. On admission he looked ill and anxious; tempera- 
ture 100°, pulse 110. 

Operation (December Wth, 5 p.m.).—The abdomen was flat, com- 
pletely fixed, and ex ~~! tender, but it was quite resonant 
over the liver and in the flanks. He was unable to pass urine, but 
the bladder was not fully distended, only 6 ounces of clear, high- 
coloured urine being removed with a catheter. A diagnosis of 
ruptured small intestine was made, for the signs of peritonitis 
were much too severe for anything else. Pallor was not very 
marked. A very long incision was made to the right of the 
middle line. Pus an gas at once escaped, followed by brownish 
very offensive fluid. There was lymph on the coils of small 
intestine, which I withdrew in order to find the perforation 
without delay. Ultimately I found a very large laceration, 24 in. 
long, across the dilated, oedematous jejunum, high up. The 
= was lying far back in the left flank, near the spleen. 

withdrew it, after separating some adhesions, pared the edges, 
and closed the opening with two continuous fine black threads. 
Meanwhile, gauze rolls had been draining away the fluid from the 
flanks and pelvis. There was general peritonitis. A tube con- 
taining a wick of gauze was inserted in the pelvis, through a stab 
wound above the pubis. The main wound was closed completely 
in layers. The patient was infused throughout the operation. 
He made a complete recovery. 


REFERENCES. 
1 Lancet, 1908, vol. ii, p. 1143: * Trans. Roy. Soc. Med., 1914, vii, 3, p. 96. 


A CASE OF INTESTINAL STASIS, 


BY 


©. DUNDAS MAITLAND, M.B., B.S., F.R.C.S., 


MEDICAL OFFICER TO OUT-PATIENTS, ROYAL SURREY COUNTY HOSPITAL, 


Tue case I am about to describe seems to warrant publica- 
tion more by the multiplicity than by the rarity of the 
abnormal features it presented. ‘The patient was referred 
to me by Dr. Cowardin of Guildford witli .the provisional 
diagnosis of “ colon disease,’ which was, perhaps, the happiést 
term that could have been chosen, for the whole of the co!on 
was in a pathological state. 


Mrs. W., aged 46, had always been an active woman, and gave 
a life history free from any abdominal trouble, inflammatory or 
otherwise, until about five years ago, when she began to be troubled 
with chronic constipation and colicky pain, which gradually became 
more persistent; for two years she had had constantly toresort to the 
use of laxatives, but was often guite constipated for periods of four 
or five days, generally followed by a few days of diarrhoea. Pain 
of a colicky nature had for a year been almost constantly present 
on the left side; it was most severe for about two hours prior to 
the morning evacuation, which was becoming more difficult. 

Considerable quantities of mucus had been passed with the 
stools for two years, and for some time the stools had taken the form 
of small, hard, rounded nodules; tenesmus had become.a marked 
feature. She was never sick or visibly distended and melaena had 
never been noticed. A barium enema was administered and its 
passage through the colon examined with the fluoroscopic screen. 
There was no noticeable delay at any point, the opaque material 
passing round to the caecum in the normal five minutes without 
any massaging, but there was noticed a very severe kinking of the 
ascending colon at a point about on the level with the iliac crest; , 
at this point the column of barium was thinned out and, for a 
time, broken. The splenic flexure appeared in good position, but 
the hepatic was unusually low. A week later the patient entered 
a@ nursing home and a barium meal was administered by the 
mouth. Four hours later the stomach had emptied and the opaque 
meal was all collected in the terminal ileum; at eight hours the 
caecum had began to fill; at twelve hours the whole of the opaque 
substance had passed into the caecum and ascending colon. 

Fluoroscopic examination showed that the caecum was unusually 
large and that the ileo-caecal junction was well below the level of 
the brim of the true pelvis. The ascending colon appeared very 
short, the hepatic flexure being about the level of the iliac crest. 

At twenty-six hours the bulk of the barium was still in the 
caecum and ascending colon ; only a few small pellets of barium 
were seen in the transverse and upper part of the descending colon 
down to the level of the kink noticed on giving the opaque enema ; 
but as these all threw small separate shadows, no definite evidence 
of obstruction at this point could be demonstrated. in 

The marked general stasis and-proptosis of the caecum: and 
ascending colon decided us to advise operation. Through a large 
paramedian incision the whole colon was explored, working from 
below upwards. The rectum was normal. The pelvic colon was 
greatly elongated (about two feet) and lay loose in the cavity of the ° 
true pelvis, to the walls of which it was attached by aiong loose 
mesentery which allowed of its being withdrawn freely from the 
pelvic hollow. The kink seen in the first radiographic examina- 
tion was a typical ‘‘Lane’s last kink,’’ being caused by a deuse 


aed 
$4 
‘ 
| | 
“hy 
ae 
} 
4 
2, 
| aa 
4 
| 
| 
4 | 
| 
{ 
4 
3 
| 


i 
/ 


> 


- being no adhesions in that cavity. 
. auterior, surface of the caecum to 


: esa nor were there any gall stones. 


718 APRIL 28, 1923] 


TREATMENT OF STRANGULATED OBTURATOR HERNIA. 


Tue Barrisg 
JOURNAL 


band stretching from -the brim of the true pelvis into the mesen- 
tery of the colon; at its attached end it is perhaps best described 
as resembling the blade of a razor set in the mesentery, the thick 
back portion being towards the lateral abdominal wall. As it 
approached the lateral surface of the bowel it became spread out 
to form @ thin sheet, the fibres of which passed actually into 
the peritoneal covering of the lateral aspect of the colon. 
Ié bad not contracted sufficiently to tie the bowel at all 
tightly to the pelvic brim, and there was no external evidence of 
constriction of the lumen at this point. The descending colon was 
throughout provided with a loose abnormal mesentery, three to 
four inches in length at the iliac end, and about two inches as it 
approached the splenic flexure, which was normally fixed in good 
high position. The transverse colon appeared normal but sagged 
rather low in the centre; this probably was partly due to the low 
— of the hepatic flexure.. The ascending colon was greatly 
ilated ;. it also yom to have an abnormal mesentery, but this 
was not easy to demonstrate: because the anterior and external 
surfaces were invested with an extensive Jackson’s membrane 
—— from the colon to the lateral abdominal wall. In places 
is membrane was of the thin diaphanous type usually described, 
but in- others it presented patches and bands of firm glistening 
fibrous tissue which were strong enough to resist digital separation. 
The caecum was more grossly dilated; it was entirely within the 
hollow of the true pelvis, and a large, thickened, chronically 
diseased appendix lay on the fundus of the urinary bladder. 

‘he caecum was readily withdrawn from its pelvic bed, there 
A band stretched from the 
16 front of the terminal ileum, 
about two inches from their junction, but this did not appear to be 
causing any kinking of the latter. Lane’s ileal kink was not 

} The stomach was normal 
- eize and high in position; it showed no sign of ulcer or other 

isease, . 


' As the interest of this case lies entirely in the extensive 
pecnstegice! features present, there can be no.purpose served 
y describing the operative procedures carried out. They 
were conservative in character, though I cannot help feeling 
that this was a case in which nothing short of a complete 


_ colectomy could be expected to yield any great degree of per- 


manent benefit. I may add that this is one of the very few 
cases of this type in which I have felt thoroughly convinced 
that such a drastic operation would have been (in the hands 
of one accustomed to performing it) completely justified. 

The points of special interest in this case appear to me to 
be: (1) the unduly long and mobile pelvic colon; (2) the 
Lane’s “last’’ kink; (3) the descending mesocolon; (4) the 
proptosed dilated caecum and ascending colon with meso- 
colon; (5) the Jackson’s membrane, and its remarkable 


. density; (6) the inability of the caecum and ascending colon 


to propel their contents as shown by rays. 

In the performance of the operation I was greatly assisted 
by Dr. C. P. Lankester (Surgeon to the Royal Surrey County 
Hospital), who had carr‘ed out the radiographic examina- 
tions which had portrayed the actual conditions found at 
operation with such accuracy, 


TREATMENT OF STRANGULATED OBTURATOR 
HERNIA, 


BY 


A. RENDLE SHORT, M.D., B.S., F.R.C.S., 


SULGEON TO THE BRISTOL ROYAL INFIRMAKY. | 


SrraNGuLATED obturator hernia must be regarded as a rare 
condition. ‘The case here recorded is the only one that has 
occurred in the practice of the Bristol Royal Infirmary, which 
is the largest hospital in Bristol, in about twenty-five years. 
It might, however, fall to the lot of any surgeon, iz .town or 
country, to deal with the condition. Most of the Gescribed 
cases have occurred in old women. The diagnosis is usually 
acute intestinal obstruction, as it was in my case at the first 
time of strangulation, but occasionally there may be pain 
down the distribution of the obturator nerve, or a deep swell- 
ing beneath the origin of the adductor muscles, to suggest the 
correct diagnosis. 


The best account of the anatomy and operative treatment 


of the condition with which I am acquainted is in Lejars’s 
Urgent Surgery, vol. ii. ‘Three types of obturator hernia are 
described. 
_ 1. The bowel may traverse the who'e length of the canal, 
emerging from the anterior aspect, and spreading out in 


front. of the obturator externus and under cover of the 


pectineus. 

2. It may push-throngh the obturator externus muscle, not 
through the canal with the artery and nerve, and so be 
encirc:ed by muscle fasc:culi. 


3. It may burrow into the layers of the obturator membrang 
beneath the obturator externus muscle, so that that muscle 
covers it, as well as the pectineus, when an attempt is made 
to dissect down to it from the groin, , 

The artery and nerve bear no constant relation to the sag, 
Usually they are behind the neck and a little to its outer side, 
but cases have occurred in which the artery has formed g 
circle around the neck. 

It is generally advised that when the condition is diagnosed 
the swelling should be cut down on from Scarpa’s triangle by 
an incision an inch and a half to the inner side of the femoral 
artery, the pectineus muscle being either divided or retracted, 

My patient, an old woman of 75, came up in March, 1921, com. 

laining of symptoms of acute intestinal obstruction. She had 
n ill for four days. There was no pain, and no swelling over 


the obturator region. On opening the abdomen a knuckle of gut 
was found tightly strangulated in ‘the obturator canal. I reduced 


‘it and buried a small gangrenous area by a purse-string suture, but 


did not attempt to close the canal as she was very ill. 

She came up again, sent by Dr. Angell James, in January, 1923, 
with a recurrence of the condition, this time on the third day, 
Again there was no pain down the leg and no swelling, but in view 
of the previous history the diagnosis was obvious. I again opened 
the abdomen without much difficulty, pulled out the small intestine 
which was snared in the’ opening, and ascertained that it was 
not gangrenous. About half the diameter of the gut was nipped; 
it was.a Richter hernia. The patient was then placed in the 
Trendelenburg position, and’ it was found that the hernial canal 
was about two inches long, of uniform calibre, and just admitted 
the finger. The position of the vessels and nerve was not 
identified. I made a small incision over the lower rib cartilages, 
excised a piece of cartilage corresponding in length and thickness 
to the capacity of the canal, and inserted it into the obturator 
canal; by meins of a purse-string stitch I drew the peritonenm 
together so as to close the canal over the piece of cartilage, which 
completely filled it. All this only took five minutes. She made 
an uninterrupted recovery in spite of her 77 years. 


Herniotomy from the groin must surely be very difficult, 
especially in an aged patient acutely ill. If the bowel lies 
between the layers of the obturator muscle, it would be more 
difficult still. ‘Then there is the grave uncertainty as to 
where to cut to free the strangulation without dividing the 
artery and nerve. If gangrene is found it will be necessary 
to open the abdomen to repair it. Difficult surgery is generally 
dangerous surgery. 

It would appear, therefore, better practice, even when the 


condition is diagnosed, as it was on the second occasion in my © 


patient, to perform laparotomy and use the Trendelenburg 
position. Perhaps the hernia will be reducible without 
cutting the neck of the sac; if it has to be cut the surgeon 
may be able to see and avoid the artery, and even if it be 
divided there will be no difficulty in securing it. The bowel 
can be examined for gangrene, and treated if necessary. The 
only risk is that dirty fluid from the sac may get into the 
peritoneal cavity ; probably a little does so even if the hernia 
is reduced from without, and it can be guarded against by 
careful packing and mopping. 

As my case shows, an attempt ought to be made, in 
favourable circumstances, to close the canal, or there will 
be recurrence. It would be easy to do so by a purse-string 
suture through the peritoneum, but it is doubtful if that will 
be effectual when, as in my case, there is an open canal, 
with firm walls, inviting the peritoneum to stretch and form 
another sac. The peritoneum is very loose-at this point. To 
close the canal by suture of the obturator muscle is difficult; 
it will not yield easily and it has to be sewn to bone or 
periosteum. The nerve might very likely be included and 
give rise to persistent pain. . When the size and shape of the 
canal is suitable, and the contents not noticeably septic, the 


intioduction of a piece of rib cartilage seems to be quick, 4 


safe, and effectual. Cartilage needs a very small blood supply, 
and can readily unite with fibrous tissue to form a firm 
resistant mass. 


THE late Mr. Joseph Constantine, shipowner, of North- 
allerton, has by his will bequeathed £1,000 each to the North 
Riding Infirmary and the Cottage Hospital, North Ormesby, 
and £500 to the Rutson Hospital, Northallerton. 

THE trustees of the estate of Mrs. Constance Armstrong, 
who bequeathed a large part of her fortune to cancer institu- 
tions, have allocated £1,600 each to the Imperial Cancer 
Research Fund, the Cancer Hospital, Fulham Road, London, 
the Cancer Charity, Middlesex Hospital, the Liverpool 
Hospital for Cancer, and- the Caird Cancer Wards of the 


Dundee Royal Infirmary; also £1,040 to be used on behalf 


of cancer cases at the Royat South Hants Hospital; and 


£1,500 for the same purpose at the Royal Victoria and West — 


Hants Hospital, Boscombe, 
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MEMORANDA. 


Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. © 


ACUTE OBSTRUCTION BY MECKEL’S DIVERTI- 
CULUM WITH SYMPTOMS RESEMBLING 
APPENDICITIS. 
Tue following case seems-to me worthy of record as showing 
that in acute abdominal conditions a mid-line incision must 
nlways be the safest; otherwise, as indeed in this particular 
case, serious lesions might easily be overlooked. 


On September 13th, 1922, W. C., aged 16, was seized at 9a.m. 
with severe abdominal pain causing vomiting ; the pain lasted for 
an hour and then ceased. The boy returned to work, but as the 
pain returned in two hours he went home. The mother obtained 
medical advice, and the doctor, after seeing the patient twice 
within four hours, sent him into the hospital as a case of appen- 
dicitis for urgent operation. I saw the patient at 9 p.m.; the 
temperature was 101.4°,and the pulse 88. He had vomited twice, 
nud his bowels had been naturally opened twice during the day. 
There was much tenderness and rigidity over the right iliac fossa, 
and for an area of 3 inches diameter about the umbilicus ; the rest 
of the abdomen was fairly soft. At this time the patient did not 


appear to be suffering much pain, nor was his expression anxious, . 


The symptoms and physical signs pointed to acute appendicitis 
in an early stage. In operating on women it is usual to open in 
the paramedian right or median line, having regard to possible 
complications (pyosalpinx, twisted ovary, etc.), as the incision can 
be easily enlarged. In this case, however, dealing with a boy, and 
being, moreover, fairly sure of the diagnosis, I used a ‘‘ gridiron.” 
On opening the peritoneum a good deal of clear fluid cae. 
I ;-ulled out about 3 inches of small bowel which was very b!ue 
and congested. Quickly realizirg that appendicitis was not the 
trouble, I closed the first incision and opened in the mid-line. 
I found acute strangulation of the small bowel by a strong band of 
adhesions from a Meckel’s diverticulum. This diverticulum had 
a base 13 inches broad at its opening from the bowel, was 4 inches 
long, conical, and tapering toa point. From this point extended 
a band about 8 inches long, which had become attached to the 
mesentery in two places. Between the two attachments three 
coils of small bowel had pushed their way and become tightly 
constricted. Fcrtunately it was not yet gangrenous, and I was 
able to remove the adhesions, resect the base of the diverticulum, 
and sew up the hole in the bowe! transversely without soiling the 
peritoneum. The wounds healed by first intention; the boy made 
an unioterrupted recovery, and left the hospital on October 6th. 


Joun W. Heexes, M.B., B.S.Lond., 
Surgeon, the Royal Hospital, Richmond. 


MENINGITIS DUE TO PFEIFFER’'S BACILLUS. 
I am prompted to send the following report by two notes 
in the British Mepicat Journat of March 10th (p. 416, and 


Epitome, No. 210) on cases of meningitis due to Pfeiffer’s 


bacillus. 
On February 12th I was cal'ed to a girl child of 18 weeks, 


suffering from what was apparently a simple gastro-intestinal 


disturbance with vemiting, and slight diarrhoea with green curdy 
motions. T'wo or three days later the diarrhoea had given place to 
constipation, and there was noticeable a peculiar listlessness. The 
child did not appear very ill, but cried less, and was enerally 

uieter, than is usual in such acaseinaninfant. Shortly after— 
T cannot state the exact date—I noticed that the anterior fortanelle 
was somewhat turgid, but examination revealed no other sign 
of meningitis. : 

On February 20th the parents requested a consultation with my 
colleague, Dr. C. P. Strong, and at this examination there was 
demonstrable a very slight rigidity of the hamstrings, but no 
other sign of meningitiz. The next day there was no hint of 
Kernig’s sign, but the bulging of the fontanelle was more notice- 
able, and I observed a slight transient divergent squint, though at 
the time I thought this was very probably nothing more than the 
strabismus one so frequently sees in a young baby. 

I performed lumbar puncture and withdrew a few drops of thick 
yellow pus—so thick that it was with difficulty aspirated through 
an crdinary lumbar puncture needJe. This I examined, and noted 
only pus cells and a few large lymphocytes; no micro-organisms 
were found, but the examination was somewhat cursory. I sent 
the pus to the Clinical Research Association, and received two 
reports—the first to the effect that’a very few Gram-negative bacilli 
were seen in stained films, and the second that these organisms 
gave the cultural and morphological characteristics of Pfeiffer’s 
influenza bacillus. 

The child died on February 22nd—the eleventh day after it had 
become noticeably ill; it had been apparently almost unconscious 
for about thirty-six hours. 


It is noteworthy that in this case of what was seemingly 
& primary infection of the meninges by Pfeiffer's bacillus— 
_ 1. The onset resembled in all particulars the gastro- 
intestinal disturbance frequently: seen- in a hand-fed baby 


‘Whose meals-are regulated largely by the mother’s whim 


or its own cries, 


2. The bulging fontanelle was the only persistent sign of 
meningitis, and, apart from a transient Kernig’s sign and a 
still more transient squint, there were no signs of meningeal 
involvement. The complete absence of head retraction was 
particularly noticeable. 

Boston, Lincolnshire. E. N. Butter, M.B., B.Ch. 


Reports of Sotieties. 


CORONERS’ INQUESTS: ANAESTHETIC DEATHS. 


AN animated debate took place at a meeting of the Section of 
Anaesthetics of the Royal Society of Medicine on April 20:h 
on the subject of coroners’ inquests on deaths under anaex- 
thesia. Dr. A. L. FLemmine was in the chair, and the meeting 
was attended by representatives of the Medico- Legal Society 
and the Coroners’ Society. 

Dr. J. H. Cxatpecort, who opened the discussion, said that 
it had been laid down recently by a critic in the lay press 
that deaths under an anaesthetic belonged to tlie category ot 
violent or unnatural deaths upon which a coroner was required, 
under the Act of 1887, to hold an inquest. ‘I'he speaker main- 
tained, on the other hand, that in view of the attitude of 
coroners towards other surgical deaths it was not obvious that 
all anaesthesia deaths were unnatural, and, further, that it 
would be to the public advantage if inquests were not 
held on all anaesthesia deaths as a matter of routine. 
Their work as anaesthetists le!t them nothing to conceal, 
and the discussion of this subject was not prompted in 
the slightest by antagonism to coroners. if it could 
be shown that the holding of these inquesis as a matter 
of routine added to the safety of the community, it woutd 
be for the medical profession to endure in silence any strain 
or inconvenience which such inquiries imposed. But deaths 
which occurred from purely surgical complications, even 
in operations of expediency, were not made tlie subject of 


‘coroners’ inquests—a course whicli he regarded as perfectly 


right and proper, but which left him wondering why coroners 
did notexercise the same discretion in the case of anaesthesia 
deaths. ‘The reason why deaths from surgical shock were 


-not made the subject of inquests was because it was believed 


that the surgeon performed the operation for the patient's 
good, and with the patient’s consent, and that to undertake 
the operation was part of his duty as a qualified practitioner. 
But the same considerations applied to the administration of 
the anaesthetic. 

The only advantage which the present system conferred on 
the.public was the satisfaction which it gave to the friends of 
the deceased to have things c'eared up; the same thing 
might apply to all deaths occurring under medical treatment 
when the relatives were dissatisfied, or when information had 


‘been given which led the coroner to suspect that there-might 


have been negligence, carelessness, or irregularity. On the 
other hand, the public was disadvantaged by newspaper 


-reports of inquests, which were read by people who did net 


realize that the fatalities represented an infinitesimal propor- 
tion of the caseés in which anaesthetics were administered. 
The publicity thus given caused -patients to postpcne neces- 
sary operations; it added to their anxiety when tlic operation 
at length became inevitable; and it meant a further tax upon 
the nerves of the medical man in charge, especially if he 
were a man on the threshold of his career. The anomaly 
was that if the surgeon and anaesthetist shirked their duty 
and allowed the patient to die without operation the death 
would be classified as natural; if they strained every nerve 
to save the patient,and yet he died on the table, the dea i: 
would be accounted violent and unnatural. Well might 
Shakespeare say : 
** But is this law? 
Ay, marry, is’t; crowner’s quest law.” 


It was difficult to understand why, unless there was prima 
facie evidence of neglect or carelessness, such a death, even 
in operations of expediency, should be regarded as more 
unnatural than any sudden death under medical treatment. 
No wonder that the administration of anaesthetics was the 
least popular of a doctor's duties. 

An aged man died during operation after having been under the 
anaesthetic for some time; the autopsy disclosed well marked 
fatty degeneration of the heart. In this case the post-mortem 
examination without a public inquest should have been quite 
sufficient, whereas the inquest led to a sensational report in the 
evening papers with the alarmist heading: ‘Operation Risk : 
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EDICAL JouRNag, 


Heart Disease that Escapes Diagnosis.’? On the other hand, 
a death due to the fact that the afferent and efferent tubes of the 
chloroform apparatus had been transposed’ was an accidental 
death, and clearly a case in which an inquest was called for. 


‘Tt. was common knowledge that the mortality following 


surgical operations was diminishing. But would surgery . 
have shown such steady progress had every surgical death | 
ic in 


been made the subject of a pu quiry? The effect would 
have been disastrous and would have hampered progress. 
Imagine the relative merits of two methods of operation 
~being thrashed out in the coroner’s court! Similarly the 
‘selection of a particular anaesthetic could not be judged by 
question and answer before such a tribunal. The impres- 
sions conveyed to the lay mind by discussions at inquests on 
the relative safety of chloroform and of ether were almost 
invariably misleading. The critical attitude of some coroners 
‘towards chloroform was already beginning to cramp the 
teaching of chloroform administration in the hospitals. An 
nnqualified expression of opinion in court that ether was safe 
and chloroform dangerous was quite inaccurate; in the hands 
of some administrators and in the case of certain patients the 
position might be the very reverse. There could be only two 
reasons for such inquiries: (1) to find out whether blame 
attached to anyone for the death; (2) to elicit some clinical 
‘fact which might be of assistance in preventing future mor- 


‘tality. The first was the primary function of the coroner’s ° 


court, but it need not be exercised unless there was ground 
for suspicion. For the second the coroner’s court was the 
worst possible tribunal. As a positive contribution to the 
discussion, Dr. Chaldecott suggested that a committee should 
be set up, under a Government department, which would 
have power to call for all records—clinical, operative, and 
post-mortem—relating to deaths under anaesthesia. This 
committee, which would sit in private, would at the end of 
‘each year issue to the General Medical Council a report 
which would be published in the medical press. Alarmist 
reports in newspapers would be eliminated by entrusting the 
inquiry into anaesthesia deaths to such a body, and this very 
absence of publicity, as well as the scientific competence of 
the tribunal, would be a safeguard to the public. The 
interests of the public were really interwoven with those of 
the profession in this matter, and he believed the public would 
welcome the reform of the present system, which, however 
well adapted for inquiry into murders, suicides, accidents, 
and treasure trove, was quite unsuitable in the majority of 
cases for inquiry into deaths under anaesthetics. 

.. Dr._A. L, Fiemmine pointed out that coroners’ inquests 
might work to the disadvantage of the public. The constant 
‘thought of such inquests might lead to the choice of an 
anaesthetic which, while perhaps more immediately safe, was 


“not ultimately the best for the patient. The risk of death at 


.the table might be slightly lessened at the cost of a higher 
» mortality afterwards. 
Dr. Hamitton Beattie gave particulars of two typical 
cases. One was a case brought into the theatre almost in a 
moribund condition. On opening the peritoneum the patient 
. col'apsed, ‘respiration ceased, and the pulse became imper- 
ceptible. Heart: massage was applied and adrenaline adminis- 
‘ ‘tered direct into the heart muscle. The héart started again, 
but immediately after the operation the patient developed 
Jacksonian epilepsy, had a continuous series of fits, and died 
» within two hours. ‘The coroner did not see fit to inquire:into 
that matter at all, yet that was a case in which an inquiry 
might have been useful to discover why the patient had been 
allowed to get into that condition before being referred to the 
hospital. ‘The other case was one of hopelessly incurable 
carcinoma of the lower jaw on which the surgeon wished to 
operate with a view to increasing the patient’s comfort and 
relieving an imminent rupture of the carotid artery. The 
patient lived only three hours after leaving the operating 
‘theatre, and in this case, unlike the other, there was an 
inquest which, so far as he could see, failed to serve any 
‘particular object. There was a necropsy which sufficiently 
‘showed the cause of death. 
Dr. ZEBULON MENNELL said that there were two classes of 
deaths under anaesthesia: those due to the anaesthetic, and 
“those due to the disease for which the operation was being 
rerformed. At St.'Thomas’s for the last seven years a sub- 


- committee, appointed by the general staff committee, and 


consisting of a surgeon, a pathologist, and an anaesthetist, 
had investigated every death occurring in the hospital under 
an anaesthetic. The anaesthetist concerned had to atiswer 
cértain definite questions on a form, which was sent to the 
members of the subcommittee, who met as soon as possible 


to discuss the case. It was astonishing in how many of 
these cases the death was found to have had nothing to do 
with the anaesthetic, though there were some cases in which 
the~anaesthetic played the principal part. -One necessary 

recaution to take in all such inquiries was to conduct them 
in such a way as not to make the house-surgeons, the casualt 
officers, and the resident anaesthetists more nervous than 
they were already, : 


Coroners on the Existing Law. 


strongly that the anaesthetist did not as a rule receiyg 
appreciation from the public—nor always from the coroner’s 
court—for the extraordinary responsibility and difficulty of 
his position. A coroner might or might not have an expert 
pig of anaesthetics, and might not be able to put the 
case fairly before the jury, if there was a jury. Coroners’ 
juries were not always particularly intelligent; one ju 
returned the verdict “ Death due to medical evidence!” But 
the coroner was bound to hold an inquest by the Coroners 
Act, 1887. The comparison between deaths from surgical 
shock and deaths from chloroform anaesthesia was not a trug 
analogy. If the patient died from inhaling chloroform o¢ 
ether that was a death from poisoning and must be investi. 
gated under the present law. It was not always dis. 
advantageous to havea public inquiry. Suspicious or indignant 
relatives often were satisfied by tbe time the inquiry ended, 
and the anaesthetist sustained his reputation. Investigation 
by a scientific committee would be useful in some respects, 
but he had not thought out all its practical bearings. 

Dr. H. R. Oswatp (Coroner for Western District of London) 
said that.coreners were by no means anxious to hold inquiries 
into deaths supposed to be from anaesthesia, but it was their 
interpretation of the present law that such inquiries must be 
held. The lines which Dr. Chaldecott had quoted from Shake- 
speare in derision of the “‘crowner’s quest” were put in the 
mouth of aclown. These inquiries on the whole were advan- 
tageous to the reputation of the medical profession and of 
anaesthetists in particular. If private inquiries only were 
held, people would have the uneasy feeling that something 
was being hushed up. He agreed that press reports of inques's 
would often be better suppressed. In 1922 in his own district 
925 inquests were held, and in 25 cases the deaths had taken 
place under an anaesthetic. In not one of these cases was 
the anaesthetist to blame, but had it not been proved publicly 
that the anaesthetist had shown the utmost skill some people 
might have continued to regard him with grave misgiving. 
A public inquiry was a greater safeguard than an experi 
inquiry in camera. 

Dr. JoserH Bromrretp said that the coroners had not 
cleared away the inconsistency that, while a death under an 
anaesthetic was regarded as unnatural because poison had 
been administered, a death resulting a few days later from 
the application of the knife was not so regarded. 

Dr. Oswatp reminded the speaker that the late Mr. 
Troutbeck, coroner for Westminster, used to hold inquests on 
all operation deaths, and there was a great outcry about it. 

Dr. BLoFIExp said that it was equally undesirable to hold 
inquests on all patients who died after the administration of 
an anaesthetic. ‘The complex nature of the deaths occurring 
during anaesthesia had already been pointed out; it was 
often difficult to decide to what exactly death was due, but 
the coroner’s court was not the place in which such 4 
complex scientific problem could be solved. Death might be 
partly caused by the anaesthetic and partly by the patient's 
condition or the nature of the operation, or it might be due 
to some surgical misadventure, or to such a thing as the 
sudden rupture of a small aneurysm in the neighbourhood of 
the heart. The coroner’s court was not the place in which 
such things could be thrashed out. 

Dr. M. I. Frxucane asked what death certificate could 
possibly be given in cases of this kind if an inquiry were not 
held. ‘Was it not oue reason for these inquiries that the pro, 
fession had not arrived at any very definite conclusions wit 
regard to the respective, merits, the dosage and so forth, o 
anaesthetics? That was a matter of public interest. Th 
coroner’s court of which he had most experience was a mode 
of scientific and legal inquiry, and the coroner himself was a 
distinguished lawyer and a medical man. “There were many 
reasons why the present law should not be altered. a 


Phe Pathologist’s Point of View. 
Sir BeRnarp ‘said that the anaesthetists had 


spoken under some misconception. ‘I'he coroner was bou 


Dr. Epwin Sara (coroner for North-East London) fel 
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to act on any notice he received as to deaths occurring during 
anaesthesia, and unless he was satisfied by preliminary 
inquiry—as in the nature of the case he hardly could be— 
that the death was natural, he had to hold an inquest. The 
object of the inquest was to ascertain whether the deaths 
were or were ‘not unnatural, In a proportion of cases the 
deaths were natura’. The patients died from their disease, 
independently of the intervention of surgeon or anaesthetist. 
Sometimes the occurrence of a pulmonary embolism on 
operation caused instant death, and the coroner's verdict 
was “Death from natural causes.” If the death was 
nonatural the conduct of the surgeon, his assistant, 
and the anaesthetist came under review. There was a 
class of cases in which death could not ke entirely 
dissociated from the administration of the anaesthetic. 
The part which the anaesthetic played varied with the 
case. Sometimes the patient was moribund when the anaes- 
thetic was administered. Sometimes the patient was suffer- 
ing from acute general peritonitis, or in the last stage of 
intestinal obstruction, and the surgeon and anaesthetist 
might well hesitate over any intervention. In these cases 
the anaesthetic might and probably did play some part, 
although a minor part, in accelerating the patient’s end. 
There were various classes of cases which might be elimin- 
ated from the scope of a coroner’s inquiry, but, of course, 
until the inquiry took place the coroner could not discriminate. 
A certain number of dcaths under anaesthetics occurred in 
subjects who were apparently in good general health. Here 
it was very difficult to say that an —? should not be held. 
Sometimes they occurred among children, apparently healthy, 
brought for some minor operation, such as for tonsils and 
adenoids. An immediate inquiry was called for in these 
cases. The effect of not holding an inquiry would be to have 
letters in the newspapers, presenting the facts perhaps in a 
perverted form. A private scientific inquiry might do much 
good and add to the common knowledge, but he was afraid 
it would never replace entirely the public inquiry in the 
coroner’s court. The disadvantage of the coroner's inquest 
was not in the inquest itself, but in the newspaper publicity 
which followed and which often took the form of unfair 
comment. Some newspapers preferred to satisfy the craving 
for exci‘ement rather than to serve the interests of truth. 
He suggested that perhaps the coroner himself might prevent 
this undesirable publicity by issuing a statement to the press 
in any exceptional case. 

In the course of some further discussion Dr. H. P. Crampton 
pointed out the difficulty in which the anaesthetist might be 


placed if, in speaking up in his own defence, he had ever to: 


incriminate the surgeon. Dr. F.S. Roop thought that the 
Society ought to make an effort to get the Coroners Act 
altered; all anaesthetic deaths should be inquired into by a 
small body of skilled and expert people. Mr. Cecit RowntREE 
discussed the relative responsibility for deaths under opera- 
tion of the surgeon and the anaesthetist. 

At the end of the meeting a letter was read from Dr. F. J. 
Waldo (Coroner for the City of London and Southwark) in 
which he said that he failed to see how a death caused by a 
toxic anaesthetic such as chloroform could be other than 
unnatural and violent, thereby coming under Part I, 
Section 3, of the Coroners Act, 1887. He repeated some 
recommendations which he made in an article in a medical 
journal fifteen years ago, the effect of which was to maintain 
or even strengthen the réle of the coroner in this matter. 
A letter was also read from Mr. Isaac Bradley (Coroner for 
Birmingham) pointing out that as the law stood the coroner 
was bound to hold inquests in these cases, but he thought 
that the corormr should be given discretion to hold inquests 
cr not, and that in many cases he could satisfy himself by 
private inquiry. 


THE SURGERY OF THE PROSTATE. 


A mertinG of the Cardiff Medical Society was held on April 
10th, with Dr. E. E. Briertey in the chair, when & paper, 
entitled “ The surgery of the prostate,” was read by Mr. T. E. 
Hammonp. 

__Mr. Hammond said that the simfle or senile enlargement 
of the prostate was probably due to a perversion of the 
normal evolutien which occurred in the male sexual organs 
after the age of 45, and corresponded to the sero-cystic 
disease of the female breast. ‘The trouble to which an 
enlarged prostate might give rise could be regarded from 
three points of view: (a) Changes in the tumour itself: 


(b) secondary effects on the urinary apparatus; and (c) the 
symptoms and complications. 


(a) Malignant disease might arise in the sexual organs after the 
age of 45, especially if any abnormal evolutionary condition was 
my The enlarged prostate formed no exception, and about 

6 per cent. of tumours removed as simple adenomata showed 
malignant changes. 

(») The obstruction to the outflow of urine led to dilatation of the 
bladder and later of the ureter and pelvis of the kidney. This 
gave rise to back-pressure nephritis with retention of urea in the 
blood, a raising of the blood pressure, and arterial changes. An 
impairment in the general health and the mental faculties soon 
followed. This interference with the function of the kidneys 
— a great danger, since uraemia was usually the cause 
of death. 

(c) Difficult micturition was often annoying, and frequency, 
especially when combined with urgency, might be distressing. 
When present at night it disturbed sleep and when present during 
the day it might prevent the carrying out of social duties. The 
chief complications were acute retention and infection. 


As regards treatment, urinary sedatives had a temporary 
effect on the symptoms, but did not prevent the insidious 
destruction of the kidney tissue. Extract of the prostate or 
of the endocrine glands was useless. X-rays and :adium had 
their advocates, but it was difficult to understand why they 
should have an action on such a deeply situated organ as the 
prostate when they had failed in similar conditious found in 
the more superficial organ, tle breast. The results claimed 
were due probabiy to a failure to recognize the irregular 
course tvhich so many of those cases ran, for there might be 
complete remission of symptoms apart from any treatment. 

Three methods of treatment were available—(1) the use of 
the catheter, (2) forage of the prostate, or (3) removal of the 
prostate. 


1. Catheter life was painful, gave only slight relief, and at any 
time operation might become imperative. It should never be 
started with the idea of “oy later if it failed, for infection of 
the urinary tract, one of the chief causes of the post-operative 
mortality, would have been set up. It should be reserved for cases 
where operation was refused or was contraindicated by some 
other disease. 

2. Forage, the term applied to the formation of a channel through 
the prostate, had been revived lately through the introduction of 
the Brown-Buerger cysto-urethroscope and diathermy. It was 
only .of slight value when the lateral lobes were enlarged; but 
when there was enlargement of the middle lobe alone and the 
obstruction was localized to the neck of the bladder, the functional 
result was often good. 

3. Suprapubic prostatectomy gave a perfect functional result. 
The mortality rate was 8 per cent. fur hospital patients and 3 per 
cent. for private patients; such figures could be attained only by 
regarding the actual operation as but a stage in the procedure and 
by considering the pre- and post-operative treatment as being 
equally important. The operation, a major one in men of 65, 
would always have some mortality; most of the deaths to-day 
were due to uraemia and the lighting up of a pre-existing infection 
of the urinary tract, two causes that could be prevented by earlier 
operation. Against this mortality must be weighed the incon- 
venience and dangers of the enlargement. The symptoms tended 
to become worse, and at any time retention and infection m ‘ght 
set in. 

The open operation as practised by Sir John Thomson Walker 
was the procedure of choice, but where the general health was not 
good Mr. Hammond performed the older method. Wheu signs of 
renal inefficiency. were present, revealed by the general conditiom 
or by the function tests (of which the best were the blood urea and 
the urea concentration tests), the prostate should be removed only 
after preliminary drainage of the biadder.. Suprapub’c prostatec- 
tomy should be reserved -for the simple or so-called adenomatous 
enlargement; it should not be performed where the prostatic 
symptoms were due to some other affection of the gland, such as 
malignant or chronic inflammatory prostate. 


Instruments for High Microscopical Magnifications. 

Dr. James Beatty gave a demonstration of new instru- 
ments for obtaining high microscopical magnifications. Ile 
demonstrated two eyepieces of his own invention which were 
infinitely variable in power within their upper and lower 
limits, but they could be usefully employed only if the 
capabilities of the microscope were thoroughly understood, as 
no microscope could show anything of smaller diameter than 
half a wave-length of the light used. The new eyepieces 
shown were meant to be used only on the critical image, and 
the merit claimed for them was that a microscopist possess- 
‘4g one or other of them and Nos. 2 and 4 eyepieces (and an 
extra No. 2 in the case of one of the new instruments) could 
obtain any ey ay ry whatever producible by eyepiecing 
from about X 9 to about x 40. By working with the critical 
image and varying the power of the eycpiece as required 
within the limits that the image would stand, much of the 
work at present done with an oil-immersion 1/12 in. could be 
done with a 1/6 in., thus avoiding the “ messiness” of the oil, 
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EXCRETA. 


Tue last pathological meeting of the session of the Liverpool 
Medical Institution was held on April 5th. After the ex- 
hibition of specimens and a short discussion Dr. E. Cronin 
Lowe read a paper on the significance of abnormal findings in 
blood and excreta of chronic cases. 

Dr. Cronin Lowe showed schemes of general bacteriological 
and pathological examinations employed in the investigation 
of obscure cases of various kinds, including bacterial examina- 
tions of the various respiratory passages, intestinal canal, and 
urine. Blood examinations should be cytological, serol ' 
and: biochemical, blood urea, uric acid, sugar diastase, alkali 
reserve, and chloride contents being most essential, and to 
a lesser degree calcium, lipoid, and creatinine estimations. 
Gastro-analysis, alveolar air analysis, with a full faecal and 
urinary analysis in certain cases, also played an important 
part in wor ing out the metabolic ‘efficiency or evidence 
of infection. In the blood examinations the methods 
of Maclean, Myers, and Fine were chiefly followed. A 
series of illustrative cases showed that in addition 
to definite nephritic types and typical glycosuric and 
diabetic cases there existed a large number of chronic con- 
ditions, clinically grouped under many different diagnoses, 
which showed more or less abnormality either as regards 
renal or pancreatic function, or both, Maclean’s urea. con- 
centration test and, in certain cases, the comparative estima- 
tion of’uric acid in blood and urine, was of value in the 
diagnosis of early nephritic changes. In cases of intestinal 
toxaemia Dr. Lowe suggested that the variations in blood 
and urine of the diastase and sugar contents were related to 
the degree of hepatic or pancreatic disturbance due to intes- 
tinal infection through the portal or lymphatic systems. 
Such findings were often obtainable in cases that clinically 
gave no evidence of pathological aay = in the digestive 
complex represented by stomach, liver, biliary passages, and 
pancreas, thus proving early functional derangement and 
enabling prophylactic treatment to be commenced before 
gross pathological damage had been inflicted. Dr. Lowe 
indicated the value of successive blood sugar estimations after 
a definite meal in the detection of foci of infection in the 
body, and this method might be used in controlling treat- 
ment, Finally, he insisted that in any chronic case the 
important point was the presence or absence of an effec- 
tive resistance. As it was very probable that natural 
immunity was largely associated with a normal metabolism 
and endocrine response to infection, the improvement of 
a deranged metabolism would certainly make for the more 
speedy recovery of an infected case. In this fact lay the 
special value of these somewhat extensive pathological 
examinations. 

Discussing the paper, Dr. Coorz spoke of the great need 
for further work in correlating these tests with the clinical 
deductions it was permissible to make; Dr. DinewaLu 
Forpyce said that pending further work the judgement of 
clinical experience was still supreme ; and Dr. PEMBERTON 
gave his experience of the variations in gastric hydrochloric 
acid in cases other than those of gastric origin, 


A MEETING of the Bath Clinical Society was held on 
April 6th, with Mr. W. G. MUMFORD, the President, in the 
chair, when a discussion was held on indigestion, its varieties 
and treatment. The discussion was opened by Dr. C. 58. 
FLEMMING, from the point of view of the general practitioner. 
He dealt with the problem of pain, which was so often com- 
plained of by patients and so difficult to explain, and also 
discussed the efficacy of diets and the administration of 
alkalis. Dr. F. G. THOMSON continued from the standpoint 
ef the physician ; he defined the term “ indigestion’ as a 
condition involving pain, eructation of gas or sour fluid, and 
vomiting, and discussed the treatment both by general means 
and drugs. He pointed out the association of dyspeptic sym- 
p:oms with oral sepsis, pulmonary tuberculosis, and cardiac 
disease.’ Mr. FRASER, who spoke from the standpoint of the 
surgeon, remarked on the failure to diagnose cancer of the 
stomach in the early operable stages. He then dealt with 
the unreliability of the differential diagnosis of the various 
surgical conditions showing symptoms of dyspepsia. The 
discussion was continued by Dr. EDE, Dr. MARsH, Dr. 


MITCHELL, who dealt with duodenal ileus; Dr. HEATHCOTH,. 


Di. R. G. GORDON, who dealt with dyspepsia of psychogenic 
origin ; Mr. Nixon, Dr. COATES, and Mr, C, H. TERRY, 


GYNAECOLOGY. | 


MEETING IN EDINBURGH. 
Tue fourth British Congress of Obstetrics and Gynaecol 
was held in Edinburgh at the end of last week. On the 
day, April 19th, both the morning and afternoon sessiong 
were given to a discussion on intrinsic dysmenorrhoea., Thg 
meeting was held in the hall of the Royal College of Surgeong, 


and the chair was occupied by Dr. Lamonp Lackie, Presideyy 


of the Edinburgh Obstetrical Society. 


‘Intrinsic DysMENORRHOEA. 


Professor Buarr Bett (Liverpool), who opened the discussion, 
defined intrinsic dysmenorrhoea as the pain due to some — 


inherent abnormality in the structure of the organs of 
menstruation or in the 
with that function. the 
other hand, denoted the menstrual pain due to the presencg 
of acquired pathological lesions in or in the neighbourhood of 
the pelvic genital organs. 


Dr. Blair Bell analysed 1,000 cases of intrinsic dysmenor 


rhoea (400 private and 600 hospital) ; as few of the patients 


had sought advice because of dysmenorrhoea the records — 


were only of value for the purpose of studying the pathology 
of the condition. The average age at the time of consultation 
was 33 and 35} years respectively; in 46 per cent. and 


43.5 per cent. respectively the onset of the dysmenorrhoea © 


was primary, and in 5 per cent. and 6 per cent. secondary. 


Nature and Frequency. 

In intrinsic dysmenorrhoea the pain might be pre-menstrual 
or intramenstrual, or both ; very rarely was it post-menstrual, 
The pre-menstrual variety was due either to painful ovula 
tion or to engorgement of an underdeveloped fibrotic uterus, 
It was rarely severe, was aching in character, and might 
extend to the sacral region. The intramenstrual variety was 
due to uterine colic caused by irregular waves of contraction 
in an underdeveloped uterus, or to the colic produced during 
expulsion of intrauterine clots. As there was no standard to 
measure the severity of pain, individual tolerance was liable 
to influence any statistical study. He had found intrinsio 
dysmenorrhoea three times as frequent as extrinsic (50 per 
cent., as compared with 17 per cent.). Secondary intrinsie 
dysmenorrhoea was very rare. 


Period of Onset ; Classification of Cases. 

Primary dysmenorrhoea might be defined as menstrual 
pain coincidental with the onset of menstruation; but as 
girls usually menstruated without pain on the first few 
occasions it was more convenient to include all cases in 
which the pain commenced during the first two years after 
puberty. Among 274 private patients the onset was primary 
in 67 per cent. and secondary in 7.5 per cent.; among 379 
hospital patients it was primary in 69 per cent. and secondary 
in 9.5 per cent. There were no cases of extrinsic dysmenor- 
rhoea. He classified cases of intrinsic dysmenorrhoea into 
those showing— 

1. Morphological anomalies—namely, (a) underdevelopment of the 
uterus with normal —: (b) under or full development with of 
without underdeveloped ovaries, with a conical cervix and pinhole 
08; under or fully developed uterus with acute flexions 
(cochleate uterus); and (d) those showing gross malformations 
such as double uterus, atresia of cervix or vagina, or accessory 
occluded uterine cavities. é 

2. Physiological abnormalities, such as intrauterine clotting of 
menstrual blood, and excessive exfoliation of the endometrium— 
membranous dysmenorrhoea,. 

The importance of pregnancy as a curative factor had 
been overestimated; only half of his private cases and about 
one-third of his hospital cases had been cured in this 
way, though the hypertrophy of the muscle fibres during 
pregnancy leading to the full development of the uterus 
played an important part in the cure of certain cases, 

Clinical Aspects, 

A slight degree of underdevelopment of the uterus wag 
probably the most usual causal factor in intrinsic dysmenor! 
rhoea. The ovarian hormone might be capable of stimulating 
menstruation from an incompletely developed uterus. Thé 
length of the uterine cavity measured with the sound was itt 
most cases practically normal. The body, however, might be 
underdeveloped and the length chiefly due to the cervix; it 


jhysiological processes connected 
“Extrinsic dysmenorrhoea,” on thg © 
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ithe body were of normal size and menstruation scanty it 
pointed to underdevelopment of the ovaries. In such cases 
the prognosis was not good. With full development of the 
ovaries and a moderate degree of underdevelopment of the 
uterus the outlook was fairly good if the patient were under 
20 years old; if over 25 it was only occasionally possible to 
effect improvement by medicinal means. An attempt should 
be made to stimulate development of ovaries and uterus by 
giving 5 grains of whole ovary substance after food three 
times a day, and 5 grains thyroid substance (B. W. and Co.) 
at night. Lf the ovaries were well developed and menstrua- 
tion normal or excessive thyroid alone should be given. 
Operative treatment was rarely indicated in this class of case. 
Derangement of the internal secretions, chiefly of thyroid 
and pituitary, in early life led to imperfect development of 
the genitalia. If the disturbance was of minor degree the 
underdevelopment might not be marked and dysmenorrhoea 
occurred; if the disturbance was serious amenorrhoea was 
the usual result. The dysmenorrhoea was therefore the 
indirect result of thyroid and pituitary insufficiency through 
the latter causing underdevelopment of the genital organs. 

In the uterus with conical cervix and pinhole os dysmenor- 
rhoea was frequently absent. Though the pinhole os might 
be a bar to conception it was probably only associated with 
dysmenorrhoea when the uterus was poorly developed. Such 
cases should be treated by dilatation and posterior division 
of the cervix, and the administration of thyroid and ovarian 
substance. 


Acute Congenital Flexions (Cochleate Uterus). 

The anterior cochleate uterus was very common, whereas 
the posterior variety was extremely rare. In the former 
there was a large quantity of fibrous tissue and in the angle 
of flexion this tissue was disposed in an intricate interlacing 
fashion which prevented the anterior wall from developing 
part passu with the posterior wall, in which the fibrous 
tissue lay in straight bundles. Asa result the posterior wall 
grew round the anterior and produced this malformation. 
Dysmenorrhoea in these cases was particularly severe, partly 
because of the state of underdevelopment with fibrosis and 
partly because of the interference with the normal peristaltic 
wave of contraction at the angle of flexion. If the uterus in 
tiiese cases was well developed dilatation with posterior 
division of the cervix to increase the possibility of pregnancy 
was usually sufficient. If it failed anterior hysterotomy 
should be done. If, however, the uterus was underdeveloped 
dilatation only relieved partly and temporarily and relapse 
was invariable. Anterior hysterotomy should be carricd out 
and followed by thyroid substance. ‘lhe operation of anterior 
lysterotomy was described as follows: 


The cervix is drawn down with silk threads and the vaginal 
mucosa with the bladder are separated from the front of the 
cervix. The anterior wall of the cervix and os internum are 
divided with scissors, opening the cavity of the uterus. The circular 
fibres of the cervix retract and the longitudinal fibres are united 
by interrupted sutures. The flap of mucosa is then replaced and 
fixed with a few sutures. 


Professor Blair Bell deprecated the empirical performance 
of dilatation, which as a rule only relieved temporarily, and 
especially dilatation to the extent of divulsion, in which case 
the laceration of the internal os usually extended into the 
broad ligament and healed with the formation of scar tissue, 
which left the patient worse than before. It was much better 
and safer for the surgeon to look at what he was doing 
and cut. 
Intrauterine Clotting. 

In 1911 “he had shown that menstrual blood contained no 
fibrin ferment; it had been extracted in the passage through 
the endometrium. His conclusions had been questioned by 
Whitehouse and others, who contended that the absence of 
fibrin ferment was due to thrombolysin secreted by the 
cervical mucosa. When, however, the uterus was removed 
during menstruation it was not usual to find a clot in the 
uterine cavity and the blood in a haematometra was un- 
clotted, while amputation of the cervix did not lead to clotting. 
He was convinced that intrauterine clotting was abnormal 
and might lead to dysmenorrhoea. Yn these cases there was 
free menstruation and often menorrhagia, and the onset of 
pain coincided with the passage of clots during the menstrual 
period. He believed the explanation of the clotting to be 
that, on account of the menorrhagia, the blood passed too 
quickly through the endometrium to abstract the fibrin 
ferment. The blood might escape so quickly into the vagina 
that it did not clot in the uterus: in these cases there was no 


dysmenorrhoea, which only occurred if there was intrauterine 
clotting. Calcium lactate increased the tone of the uterine 
muscle and decreased the menstrual flow. If it failed dilata- 
tion and curettage should be performed in order to remove 
the thickened endometrium, often present on account of 
excessive ovarian stimulation. Most cases of secondary 
intrinsic dysmenorrhoea were due to intrauterine clotting. 


Exfoliative or Membranous Dysmenorrhoea. 

Excessive exfoliation of the endometrium did not often give 
rise to the severe dysmenorrhoea usually ascribed to it. When 
pain was present it was due to the association of intrauterine 
clots with membranes which together formed a compact cast. 
Histologically the cast showed a well defined pre-menstrual 
decidual reaction of the stroma cells. The menstrual flow 
was usually profuse, and, the blood being unable to break 
through the dense decidual barrier, the membrane was 
stripped off. Treatment should be directed to the control of 
the menorrhagia usually present and to limitation of decidual 
reaction. Theoretically calcium salts should restrain the 
menorrhagia and control the imbibition of fluid by the stroma 
cells, but in practice this or any other treatment was rarely 
successful, 

Discussion. 


* Results of Operation. 

Dr. R. W. Jonnstone (Edinburgh) communicated the results 
of operation on 575 cases in the practice of Edinburgh operators, 
of Professor Kynoch of Dundee, and of Mr. Leith Murray of 
Liverpool. The operation which was practically always per- 
formed was dilatation, followed in most cases by curettage. 
The results were—50 per cent. permanent cures, cent. 
relieved, and 17 per cent. total failures. With regard to other 
methods of treatment, one other operator as well as Dr. John- 
stone himself employed stem pessaries, and were both enthu- 
siastic about the results. He preferred the Wylie drain with 
a small hole in the base, through which a silkworm gut suture 
could be passed, thus fixing it to the lip of the cervix. If 
possible, and if the case was perfectly clean, he preferred to 
keep the stem in for several weeks. Plastic operations found 
favour with comparatively few, though sometimes the Dudley 
operation had succeeded where previous dilatation had failed. 
It was debatable whether the benefit was due to the actual 
splitting of the cervix or to the latter allowing more complete 
dilatation of the internal os. No one seemed to have a good 
word for the Pozzi operation. 

Dr. J. E. GemME Lt (Liverpool) defined intrinsic dysmenor- 
rhoea as a functional derangement due to uterine colic pro- 
duced by a faulty contraction wave in a uterus that was 
maldeveloped, underdeveloped, and mildly infected. The 
most frequent pathological complex was probably a functional 
disturbance in the bipolar action of the uterus, which in the 
presence of maldevelopment produced abnormal spasm of the 
internal os; it might be the result of some loss of nervous 
control acting ee or to a failure between the longi- 
tudinal and circular fibres. As to operative measures, he 
favoured dilatation of the cervix, to the point of fracture of 
the circular fibres of the internal os, with curettage, and 

acking the uterus tightly with gauze, which was left in for 
care Fe hours. His results from 350 hospital cases of 
severe dysmenorrhoea were 44 per cent. permanent cures, 
10 per cent. temporary cures (three months to seven years), 
30 per cent. relieved, and 16 per cent. total failures, 


Effect of Pregnancy. 

Dr. Herbert SPENCER was not in a position to dispute Dr. 
Blair Bell's statement that only half the cases were cured by 
pregnancy. In his experience a large number were not cured 
but were relieved. He doubted whether any patient was so 
completely cured by dilatation as to have no pain whatever 
during menstruation. He did not agree that conical cervix 
and. pinhole os did not cause dysmenorrhoea. He had seen 
excellent results from Pozzi’s operation, and this showed that 
these conditions did cause pain. He thought the operation of 
anterior hysterectomy was severe and difficult in a virgin, 
and saw no advantage in it over the use of the hysterotome 
by which the internal os was divided from the inside, or over 
a so-called “ dilatation” by which the internal os was lacerated. 
No virgin could be dilated beyond 18 mm. without laceration. 
He had used laminaria tents in a large number of cases, but 
had now abandoned the method, as one patient so treated 
got an attack of pelvic peritonitis. 

Mr. CuristorseR Martin (Birmingham) thought that girls 
should be brought up on more rational lines; especially 
should they take more exercise and avoid the use of corsets. 
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Pregnancy, in his experience, did cure the vast majority of 
cases when due to uterine causes. The classification of 
dysmenorrhoeas into intrinsic and extrinsic was not the 
best. The cases should be classed as intra- and extra- 
uterine. Appendicitis in childhood was a factor which often 
gave rise to lesions leading to dysmenorrhoea. Dilatation 
with extensive division of the posterior lip of the cervix and 


_ suturing the mucosa of the cervical canal to that of the 


vaginal surface, gave satisfactory results, Anterior hystero- 
tomy would be very difficult todo ina virgin. Drugs were 
of little use; morphine should be avoided, and alechol should 
not be allowed, as he had known cases in which it had led 
to habitual drunkenness, 


Cochleate Uterus. 
Professor DoxaLp (Manchester) did not agree with Professor 


Blair Bell regarding the cause of dysmenorrhoea in the 


uterus. In his experience the cervix was small 
and the body elong The pain was probably due to an 
abnormal endometrium. When curetting diffuse adenoma of 
the endometrium was often found. Diiatation and —— 
gave good results, 82 per cént. being cured or greatly relieved ; 
results were better in cases of acute retroflexion than of acute 
anteflexion. He dilated up to 19 to 20 mm. and used a 
flushing curette. The intrauterine stem was very satisfactory 
but required careful observation. It acted by causing atrophy 
of the endometrium by continual pressure. He did not use 
tents as it seemed unnecessary. 


Resulis of Treatment. 

Mr, Beckwith Wuiteaovse (Birmingham) had included in 
eases of intrinsic dysmenor only those in which the 
pain was so severe as totally to incapacitate the patient and 
on imperative. The number of cases attending 
the Birmingham General Hospital for relief of menstrual pain 
had doubled in the last five years. This might be due to 
——— causes and part of the aftermath of war. Of 

9 patients who had replied to his questionnaire, 10 reported 
themselves as cured, 22 had been partially relieved, the relief 
Jasting from two months to four years; 7 had no relief at all; 
dilatation and curettage had been ormed in 23 cases, with 
cure of pain in 6, partial relief in 12, and ‘failure in 5. Divi- 
sion of fhe posterior lip of the cervix, with curettage, had 
been done in 6 cases, 2 of which had been cured and 4 relieved 
for a short time only. Abortion did not seem to relieve the 
pain, but only a pregnancy that proceeded to term. Marriage 
pain in 6 cases out of 14, increased it in 2, and 
in 6 had no influence. He considered that the passage of 
clots had very little if any influence on menstrual pain ; 
50 per cent. of all women habitually passed clots from the 
uterus into the vagina during menstruation, yet 50 per cent. 
of women did not suffer from dysmenorrhoea: He did not 
agree that the arguments set forth by Professor Bell in any 


- way refuted his theories. The composition of the menstrual 


discharge in the human species could be accounted for on 
a much simpler a than attributing to the endo- 
metrium any special power of extracting fibrin ferment or 
fibrinogen. .Mr. Whitehouse considered that bis theory had 
the advantage of correlating the facts as observed in the 
human species with those resulting from investigations in 
comparative 

Professor R. J. Jouwstonz (Belfast) said that 90 per cent. of 
women suffered from more or Jess discomfort at menstruation, 
but it should only be called “dysmenorrhoea” if the pain 


were sufficient to disable the patient even for a short time. 


He was glad that Professor Blair Bell had swept off the old 
classification into spasmodic and congestive, and that he had 
taken pinhole os, conical cervix, and retroversion out of the 
list of canses, as their association was merely accidental. 
Childbirth, in his experience, had a greater curative effect 
than Professor Bell had said. Did he aim at complete dis- 
appearance of the pain, or merely at so reducing it that the 
patient could carry on her occupation with comfort, which 
was a sufficient test of cure? He hoped that Professor Bell 
would think as well of his operation of anterior hysterotomy 
ten -years hence as he did now. As s treatment, the 
internal os should be dilated and the uterus thoroughly 
curetted, although he was not in favour of dilating to a very 
high extent. It was impossible to dilate to over 1 cm. 


_ without causing divulsion. He left in an intrauterine pack 


for. three days in order to cause better dilatation of the cervix. 


He did. not -use the stem’ pessary; but had found tents. 


exceedingly useful, and thought their ute led to a larger 


percentage of cures. He had not found it necessary to give 


an anaesthetic in order to remove them. They could be 


withdrawn on the third day without difficulty. 

[At this stage the Congress adjourned for lunch, which haq 
been provided by the Edinburgh Obstetrical Society at the 
North British Station Hotel. The discussion was resumed at 
2.30 p.m. | 

Prevention and Treatment, 

Dr. T. Watrs Epen (London) referred to the importance 
of the “relativity of pain,” and said that we should haye 
some standard as to what constituted dysmenorrhoea, The 


best test was the disablement of the patient from carrying on 


her ordinary avocation. In his opinion the number of casey 
of severe dysmenorrhoea was very small. He had had cases 
watched by keeping them in hospital over one or two 
menstrual periods. The sister in charge reported on the 
cases as severe, very severe, etc., and the number of cases 
suffering from what could be called “severe pain” was 
extremely small, and very rarely indeed was the pain s 
severe as to be called “excruciating.” All dysmenorrhoeas 
should really be called intrinsic, which meant “intrinsic ¢ 
the menstrual process,” not merely to the uterus. Fhe uterus, 
ovary, endocrine, and nervous systems all played a part in the 
process of menstruation, and dysmenorrhoea might arise from 
any of these. Matthews Duncan defined dysmenorrhoea as q 
“ disease of the nature of a neurosis in which the spasmodic 
contractions of the uterus caused great pain.” He regarded 
neuroses as an important factor in causation, and Dr. Eden 
agreed. The time might come when the cochleate (small 
aute- or retro-flexed) uterus would be relegated to the same 
scrap-heap as the pinhole os and the conical cervix. In his 
experience this type of uterus was excéedingly rare, whereas 
the anteflexed or the anteflexed and retroposed uterus was 
common; but in most cases no local pathological condition 
could be discovered in the uterus, so that the cause must 
be outside it and possibly outside the pelvis. Professor Blair 
Bell had gauged the degree of underdevelopment of the ovary 
by the amount of the menstrual flow, but other factors were 
important—such as nutritional condition, occupation, anaemia, 
nervous disturbances, etc.—and therefore it was not justifiable 
to say that habitual scanty menstruation meant under- 
developed ovaries and vice versa. We had much to learn 
regarding the action of the endocrines in menstruation. 
Dr. Eden said that he had done anterior hysterotomy on 
twelve occasions and had found it the most difficult 
operation he had ever tackled, and the result had 
been no better than those obtained by dilatation. Better 
attention to the proper physiological development of girls 
was important in the prevention of dysmenorrhcea. Much 


benefit would be obtained by attention to general hygiene, © 


attention to bowels, etc., at the time of puberty. Girls 
should be prepared for the onset of menstruation by careful 
hygienic measures. There was much need for co-ordinated 
research on a large scale, especially amongst schoolgirls, 
regarding the influence of habit of life, amount of work, study, 
etc., upon the production of dysmenorrhoca. As regar 

medicinal treatment, he strongly recommended atropine 
1/100 grain by the mouth three times daily, given before 
the period was due, and continued during it till the pain was 


over. It regularized the functional activity of the unstriped — 


muscle all over the body, including that of the uterus. 
Dr. J. S. Fateparah’ (Landon) emphasized the important 
part played by functional disturbances and by suggestion in 
the causation of dysmenorrhoea. Civilization prevented 
reproduction following menstruation as it normally should. 
Menstruation was talked of as “being poorly,” and t 
suggested illness to the young girl at puberty and later. In 
St. Thomas's Hospital it had been found that nurses on 
entering upon their training tended to regard themselves as 
ill and unfit for duty at the menstrual period, as they had 
been encouraged to do at home; but after they had found 
this was not customary they were able to carry on poreet 
well. The introduction of anaesthetics had, he belie 
diminished the capacity for bearing pain. He thought th 
psychological element was of far more importance than sli 
variations in the shape,of the uterus, such as those on whic 
Dr. Blair. Bell had laid so much stress. Besides, it of 
appeared that girls, previously healthy, first showed eviden 
of dysmenorrhea after an illness or after first coming 
town or school. In such cases the shape of the uterus cou 
not have clianged. As to treatment, he thought that | 


suggestive effect of the Operation was of more im jortanes 
than the particular type of operation carried out. He sed — 
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chiefly dilatation or “ divulsion,” which did much the same 
as the anterior hysterotom described by Dr. Blair Bell. 
Dr. Haic Fereusom (Edinburgh) believed that practically 
all cases of severe primary dysmenorrhoea not relieved b 
eneral treatment by antispasmodics were associated wit 
underdeveloped uterus (uterus pubescens), generally asso- 
ciated with acute flexions—the so-called cochleate or horse- 
shoe uterus. The longer the condition lasted the more un- 
likely was it to be cured. Therefore, in order to get good 
results, early treatment was desirable. He was inclined to 
think that underdevelopment of the uterus could be prevented 
by careful attention to girls at puberty. They should not be 
ressed too hard, either mentally or physically; women were 
not well fitted for continuous work; they needed intervals for 
rest and recuperation, and this was of the greatest importance 
during the developmental period of their lives, Marriage not 
followed by pregnancy frequently aggravated the pain. As 
to treatment, he strongly believed in splitting the cervix in 
certain cases as an aid to dilatation, not that the splitting in 
itself was of any great value, but because it enabled thorough 
dilatation of the internal os to be accomplished without injury. 
- he cervix was afterwards repaired as in Dudley’s operation. 
He dilated with bougies up to No. 12 Hegar, and at the same 
time stretched the uterine cavity with a Sims three-branded 
dilator without using the screw. He generally curetted at 
the same time, but did not think it was always necessary. 

Dr. Gisspon Fitzarppon (Dublin) had long since given up 
tie Dudley operation. He had obtained the best resu!ts from 
dilatation up to a point where there was still resistance and 
about 2 mm. beyond—about 14 mm. altogether—which 
resulted in rupture of the circular fibres of the internal os. 
He thought that pregnancy cured in the great majority of 
cases of severe disabling spasmodic dysmenorrhoea. Regula- 


tion of the pe health combined with general tonic treat- 


ment should be given a trial before resort was had to opera- 
tion. He did not think that anterior hysterotomy was 
desirable. 

Professor B. P. Watson (Edinburgh) laid emphasis upon 
the importance of puitimg right any wrong hygienic con- 
ditions. There was often a general vasomotor disturbance 
present, and the pain was of a heavy dragging rather than a 
spasmodic type. Derangements of the ductless glands were 
important in causing the condition. In actual severe cases 
the pain was muscular, and might arise either from irregular 
contractions of the uterine muscle or from spasm of the 
muscle surrounding the internal os. Normally the uterus 
should act in a bipolar fashion, the internal os relaxing when 
the body contracted. If polarity was absent there was 
simultaneous contraction of the body and of the internal os. 
‘This might account for the sterility, as the internal os failed 
to relax during spasm. All these cases could be cured by 
overcoming the spasm of the internal os. He supplemented 
full dilatation by the glass stem pessary or by packing the 
uterus with gauze, which was left in for four to five days. 
Cases in which the pain was due to defective uterine muscle 
were not cured by divulsion of the cervix, but should be 
treated by means of thyroid and other general measures. He 
had found atropine useful. 

Betuet Sotovons (Dub!in) said that co-education 
helped in the normal development of the genital organs. He 
was surprised to hear that posterior division of the cervix 
was still done. He had found that it often left a scarred 
cervix with discharge pouring from it which resulted in 
lasting sterility. He used metal dilators and tents; the 
latter often cured where simple dilatation failed. | 

The CHatrman (Dr. Lamond Lackie, Edinburgh), after 
summing up the discussion, said that he practically always 
used a giass stem pessary. It was important to dilate a week 
or ten days before the period. If there was no pain at the 
following period the stem was left in situ until just before 
the next period was due. It there was pain at the first period 
it was removed at once. ‘The results from this method were, 
he considered, much better than if dilatation alone were used. 
He thought the operation of anterior hysterotomy was difficult 
and too severe. 

Professor Buartr. Bett, replying to the discussion, said that 
the operation of anterior hysterotomy was very easily carried 
out in some cases. He had been doing it ‘since 1905. The 
citcular fibres around the internal os retracted and the longi- 
tudinal fibres stood out clearly and could easily be brought 
together. He defined a cure as no pain whatsoever. All 
others he classed as “improved.” In cases of sterility with 


Pinhole os he divided the cervix posteriorly and sutured the 


mucous membranes together. Pozzi’s operation he had 
given up as it led to eversion of the mucosa with erosion ané 
discharge. 

DINNER. 

In the evening a dinner was held in the Hall of the Royal 
College of Physicians. A varied programme of music, vocal 
and orchestral, was provided, a special feature being the 
“pipin’ in o’ the haggis” with due ceremonial, and to the 
evident astonishment of certain members of the Congress 
from south of the ‘I'weed. ‘The toast of the King was given 
by the chairman, Dr. Lamonp Lackre; that of the visiting 
societies was proposed by Dr. Haia FrrGuson, and responded 
to by Dr. Warts Epen and Professor R. J. Jounstone; the 
Edinburgh Obstetrical Society was proposed by Professor 
Herbert Spencer, and replied to by the President (Dr. 
Lackie). A specially interesting feature of the evening was 
the presence of Dr. Byrom BraMweELL, who entertained the 
members with some “obstetrical reminiscences.” On the 
motion of Dr. J. S. Farrsarrn it was resolved to send the 
greetings of the Congress to Professor Sir Halliday Croom, 
who had hoped to be present but had been prevented by 
indisposition. 

(To be continued.) 


RK ebieius, 


THE MEDICAL ANNUAL. 

Tae appearance of a fresh number of the Medical Annual is 
always an event to be looked forward to, for the summary of 
the achievements of the year that is past serves as a stimulus 
to greater efforts in the year that lies before us. And yet, 
though the impression on the whole is distinctly encouraging, 
one cannot but experience a feeling of melancholy when, after 
reading through 500 pages of closely printed matter devoted 
to the progress in the treatment of disease, one realizes how 
little is the real advance made, how empirical still are many 
of our best remedies, how abysmal our ignorance of the 
etiology of certain groups of pathological affections, and how 
loose yet is that rapprochement between medicine and science 
which alone can render possible the perfect comprehension of 
the ailments of the human body. It is good to be dissatisfied 
—yes, but it is with our own efforts that we are dissatisfied, 
not with the Medical Annual, which serves as an excellent 
and inoffensive record of our failure. It tells of strivings of 
workers at home and abroad to develop fresh methods of 
diagnosis, sounder indications for prognosis, and more reliable 
ways for combating the action of noxious agents. Of all these 
strivings, how many will bear fruit ? How many are on the 
wrong ‘road altogether, are working in a cul-de-sac, are 
pursuing a phantom, a will-o’-the-wisp, a vain, elusive object 
whose very existence is merely subjective? These are feelings 
—involuntary and uncloaked—which arise within us as we 
peruse a record alike both of man’s failings and of his 
successes. 

But it would leave a wrong impression on the mind of the 
reader if we led him to think that there is nothing of interest 
or instruction in the volume. On the contrary, there is much 
of both—so much, in fact, that it is difficult to turn to a 
single section without finding a tale of endeavour and of 
some progress in the territory concerned. It would be 
useless to attempt to review it in the usual way; there is too 
much, and that too widely diffused over too many subjects, 
to permit us to convey any adequate idea of the whole. 
However, we may mention the article on basal metabolism, 
and the information it contains on a method of examination 
which is probably destined to play a considerable yart in 
the investigation of the. future, and also that on arterial 
tension by two French workers, describing a new mode of 
measurement of blood pressure by auscultation. The section 
on the cerebro-spinal fluid will well repay perusal, and the 
account of the therapeutic value of puncture of the cisterna 
magna adopted by certain American workers in preference 
to the more usual lumbar puncture should be noted. 
The article on insulin is perhaps not quite up to what 
one might have expected, considering the importance of 
this new product of physiology. Part is devoted to the 
pharmacological assay of the hormone, and part to the 
clinical results obtained, but very little as to indications 


i The Medical Annual. Forty-first year, 1°23. Bristol: John Wiight 


d ‘Sons, Ltd.; London: Simpkin, Marshall, Hamilton, Kent, and 
Co. Ltd. 1923. (Demy 8vo, pp. xcvit+600; 101 figures, 46 plates. 20s. net.) 
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for its use or its actual method of exhibition. There | contain 19.3 per cent. of alcohol and 0.6 per cent. of solid sub. 


is a very fair review of the treatment of gastric ulcer from 
a surgical aspect, suitably relieved by an expression of the 
author's personal opinions on the subject. The discussion of 
x-ray diagnosis fills several pages, and relates to examina- 
tion of the intestinal and urinary tracts, lungs, heart, and 
bones ; amongst the accompanying plates there are two very 
excellent ones of the spine and pelvis as shown by the Potter- 
Bucky diaphragm. Tropical medicine is well covered by 
Rogers, and in this connexion it is gratifying to read of 
Noguchi’s success in the treatment of yellow fever by a serum 
Pan against the Leptospira icteroides. 

. There is much more that we should like to say about the 
book, but we have said enough to commend it to those not 
acquainted with previous issues, It is a collection of writings 
on a wide variety of subjects which should make a wide 
appeal to every type of medical man; each will find for 
himself those topics which exert for him that peculiarly 
individual appeal inseparable from so diverse a thing as 
human owed 


A STORY OF DRUGS, 

The Story of Drugs,? by H. C. Futier, gives a readable 
account of the processes involved in the preparation of drugs. 
The collection of wild herbs and the growth of herbs in drug 
farms are fully described, and a large amount of information 
is given concerning the trade in crude drugs. The processes 
involved in the preparation of medicaments on the large scale 
are also described, with numerous illustrations. In short the 
book will give the reader a very fair notion of where drugs 
come from, how they are collected, transported, and how they 
are prepared for use in medicines. 

_Interlarded with this general information we were, how- 
ever, surprised to find a defence of the so-called patent 
medicine trade in general, and laudatory references to a 
variety of nostrums, some of which have been convicted for 
“misbranding ” in the law courts of the United States. 
A certain amount of rather interesting information is supplied 
regarding this trade in the United States. The capital 
invested in this industry in 1914 was, it is stated, more than 
seventy-one million dollars, and in 1919 was robably over 
one hundred million dollars. The significance of these figures 
is a by the further statement that in 1914 the 
capital engaged in manufacturing drugs and chemicals for 
the legitimate drug trade was only forty-six million dollars. 
Eighty per cent. of this powerful secret or patent medicine 
trade is organized in the Proprietary Association of America, 
and this association in 1915 published an interesting set of 
requirements to which all products sold by their members 
— mp to conform. The following are some of the 

es: 


**(1) The preparation must be of such character as may reason- 
ably be expected to bring about the results for which it pA recom- 
mended... . Statements regarding therapeutic effects must 
neither be obviously unreasonable nor demonstrably false. . . . 

‘*(5) The preparation must not be advertised or recommended 
as a cure-for diseases or conditions which are generally recognized 
as incurable by the simple administration of drugs. 

_“* (6) The pounds, either as to wrapper, label, or accompanying 
literature, shall contain no statement in conflict with the mis- 
branding provisions of the Federal Food and Drugs Act.’? 


The last quoted rule contains, of course, the explanation of 
all the others. In this country the Government makes no 
attempt whatever to protect the public from quack medicine 
vendors, but in America any nostrums offending against the 
above quoted rules would be liable to be declared misbranded 
and the proprietor to be fined and forbidden the use of the 
United States postal service. 

In order to obtain an idea as to how strictly the Proprietary 
Association puts its rules into force we looked up in Nostrums 
and Quackery® the history of some of the firms selected for 
special mention by Mr. Fuller in his book, — 


Dr. Schenck’s Pulmonic Syrup, a seventy-year-old rem 
consumption, the secret of which came the 
of Indians, was found to be a wintergreen-flavoured mixture of 
saccharin syrups, 96.4 per cent. of the solids consisting of sugars. 
Mrs. Lydia E. Pinkham’s vegetable compound for women was 
found, when analysed for the British Medical Association,‘ to 


2vhe Story of Drugs. By Henry ©. Fuller. The Century Books of 
Useful Science. Tondon: T. Werner i 
hy ier Laurie, Ltd. 1923. (Post 8vo, 


Quackery, vol. 1, 1912, and vol 2, 1921, Published by - 


and 
3? 
Loudon British Medical Association, 1912, 


stances. Swift’s Sure Specific was sold until 1919 as a 

‘blood poison,” and some years previously the claim won ph 
that it would cure cancer; at present it is chiefly recommended 
for rheumatism, catarrh, malaria, and skin diseases. , 


These are some of the quack remedies selected by the 
author for special laudatory mention, and he further makeg 
the — statement that “legitimate proprietary remedies, 
as they are now offered to the public, are in the main pro. 
ducts representing the highest type of the pharmacist’s art,” 

It is very hard to classify Mr. Fuller’s book. If it werg. 
published by the Proprietary Association of America wa 
should say that it was a piece of very skilful advertising, 
but why the editor of the Century Books of Useful Science 
should publish this sort of stuff we find it rather difficult tg 
understand, 


EPIDEMIOLOGY AND PUBLIC HEALTH, 


EpipEmioLocists have from time to time adopted various 
classifications of infectious diseases, and that selected b 


Dr. Victor C. VauGuan in his book, Epidemiology and Public © 


Health,’ has a ns deal to recommend it. He divides the 
infections into (1) respiratory, (2) alimentary, (3) percutaneous, 
(4) venereal, and (5) local. The first volume of his work is 
devoted exclusively to respiratory infections. In the second 
volume he proposes to deal with the remaining infections, and 
the third volume will be devoted to administrative action 


having for its object the reduction of these diseases. In the | 


volume now under review each disease is very fully con. 
sidered. The history, prevalence (seasonal or otherwise), 
pathology, symptoms, behaviour, mode of transmission, and 
control are fully and accurately described, so that a ve 

complete picture is placed before the reader. In a wor 
written by American authors and for American readers the 
references to incidence, morbidity, etc., are naturally from 
American sources. 

In the chapter on whooping-cough an account is given of a 
method for controlling this disease put into operation in 1913 
by the health officer of Chicago. During the first fortnight 
of the disease the affected child was kept in the house or 
allowed access to the yard if not used by other children, 
During the next three weeks the patient was. allowed, if 
accompanied by an attendant, to go into the streets, provided 
there was fastened on the sleeve of the outer garment a yellow 


band two inches wide bearing the inscription, “ Whooping. 
cough,” in black letters. The use of public conveyances and 


entry to places of assembly was prohibited. A table (XXXY) 
giving the number of cases and deaths from the disease in 
Chicago in the years 1911 to 1918 does not show any falling 
off in incidence or in the number of deaths as a result of 
this procedure. The authors suggest that the death rate 
from whooping-cough might be lowered if children, but only 
those in good health, after passing their sixth year, were to 
be intentionally submitted to infection. 

Nearly one-sixth of the volume is devoted to tuberculosis, 
with respect to which the authors hold very definite views, 
though these are quite in accord with present-day opinions, 
Although by no means minimizing the necessity for increased 
activity in preventing infection they emphasize the impor- 


tance of preventing the development of latent into open — 


tuberculosis. The eradication of tuberculosis, they say, is 
bound up with the control of other diseases, with improved 
housing, with better, feeding, with education, with the 
abolition of poverty, and with the slow evolution of the race. 
The chapter dealing with influenza contains a mass of ex- 
tremely valuable information concerning the epidemic of 
1918-19. From the tables and charts a very clear idea can 
be obtained of the extent of the outbreak in America. For 
a work intended to be not only a textbook but a reference 
book the index to the contents is quite inadequate and the 
bibliographies at the end of each chapter present many 
noticeable omissions. There is no reference, for example, t0 
Dr. J. C. McVail’s writings on small-pox or vaccination or 

Sir German Sims Woodhead’s contributions to the literaturt 
of tuberculosis prevention. These are matters which woul 
hardly have been noticed if it were not for the painstaki 


thoroughness of the authors evident on other pages of the 


volume, 
5 Kpidenviology.and Public Health. By Vietor C. Vaughan, M.D., LL.D. 
assisted ‘by Henry F. Vaughan, M.S., and George T. Palmer, M.S. In 


1922. (Royal 8vo, pp. 688; 83 figures. 45s. net per yolume; soid 
sets only, Vols. ii and iii in preparation.) 


‘three volumes: Vol. i, Respiratory lafectious. London: Henry Kimpton. 
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SURGICAL ANATOMY, 


Tue Texlbook of Surgical Anatomy, written by Dr. W. F. 
CampsrLi of New York, is now in its third edition.6 We have 
examined this book with some care because of its evident 
yopularity on the other side of the Atlantic, and we are 
frankly disappointed in it. 

A good book on surgical anatomy must have as its basis a 
very wide and detailed knowledge of anatomical structure. 
We note, however, the statement that “the anterior, the 
middle, and the posterior cerebral arteries, forming three 

reat trunks, inosculate freely in the pia mater and supply the 

rain. ‘he smaller cerebral arteries neither give nor receive 
anastomotic branches but form a terminal circulation.” The 
Jatter sentence is quite correct, but it is incorrect to say that 
the three great trunks inosculate freely. The “rule” for 
mapping the fissure of Rolando on pages 56-57 is incorrect. 
Laryngotomy is referred to as “tracheotomy” on pago 180, 
but is correctly designated three pages later. Few will 
agree with Fig. 110, which shows the lung contracted 
and shrivelled in the presence of a pleural effusion, and 
on page 228 the apex beat is stated to be “at the upper 
Sooner of the fifth left costal cartilage,” which means, 
if it means anything, that it is in the fourth intercostal 
space. We note further that the reader is recommended 
to try to milk a stone in the common bile duct into 
the duodenum or crush it in situ. In Fig. 189 the letter “D” 
is used to mark the kidney and also the common bile duct. 
The anterior layer of the perirenal fascia is shown as passing 
across the middle line to become continuous with its fellow 
of the opposite side. Though this disposition of Gerota’s 
fascia is commonly given in textbooks, it is incorrect, for the 
fascia is interrupted in the mid-line by the primitive mesen- 
tery. If the other arrangement were that which really 
existed perinephritic pus might be expected to track across 
to the opposite side, but in fact it does not. 

The book is well printed and clearly illustrated, although 

anatomical drawings on top of photographs of the living are 
never, to our view, satisfactory. 


ST. BARTHOLOMEW’S HOSPITAL REPORTS. 
Tue first quarterly instalment of this year's volume of St. 
Bartholomew's Hospital Reports’ opens with an interesting 
historical article, the previously unpublished journal of a 
visit to Paris in 1664 by Edward Browne, the eldest son of 
the famous Sir Thomas and sometime physician to St. 
Bartholomew's Hospital and President of the Royal College 
of Physicians. The text is reproduced with the original and 
to the modern eye quaint spelling—for example, “ paren- 
chentisis in ascite”—and gives glimpses of some of the con- 
temporary leaders of the Paris school, such as Guy Patin, 
whom he regarded as “the meddest fellow for a professour 
that ever I heard speake, but I was much disappointed in my 
expectation of understanding all hee said by reason hee used 
the French tongue so much.” The journal is introduced by 
a short account of the author by Mr. Geoffrey Keynes, the 
secie.ary of the Editorial Committee and an authority 
on Sir Thomas Browne. In his article on the correlation 
of the clinical manifestations and serological types in 
pneumococcic infections Dr. R. R. Armstrong continues the 
work which, as Ernest Hart Memorial scholar, he reported 
in our issue of February 19th, 1921 (pp. 259-262), and now 
gives the results of the serological classification of 200 strains 
obtained from every recognizable clinical manifestation due 
to a pneumococcus during the years 1920-22. Out of 76 
cases of lobar pneumonia 41.5 per cent. were due to type and 
subtypes I, and 41.3 per cent. to type and subty it; this 
substantially agrees with the original American eenvelioea, 
except that the numerical incidence of type III is lower than 
in the American figures. The remainder of this instalment of 
the Reports is occupied by five lectures given early in 1922 in 
& course on diseases of the liver; Sir Humphry Rolleston 
leads off with a general review of the physiology of the biliary 
secretion, and perhaps rather encroaches on the domain of 
Sir F. W. Andrewes, who follows with a lucid account of 


. jundice and its different types. Professor F. R. Fraser deals 


sa enlargement of the liver as a symptom of disease, and 
iflustrates his subject by an analysis of 32 cases. In discussing 


54 Trxibock of Surgical Anatom 
y. By W.F. Campbell, A.B., M.D., 
FACS. Third edition, revised. Philadelphia and London: W. B. 
gunders and Co. 1921. (Med, 8vo, pp. 681; 325 figures. 20s. net.) 
¥ St. Barthclomew's Hospital Reports, vol. ivi, Part I. London: John 
(Cr. 4to. vp. 94; 1 plate. 10s. 6d. net.) 


jaundice in children Dr. J. H. Thursfield divides the subject 
into jaundice in infants under 2 years of age and in older 
children, Like Dr, E. A. Cockayne in 1912 he believes that 
catarrhal jaundice and acute yellow atrophy belong to the 
same category, and are both manifestations, though iu 
different degrees, of an at present unknown infection. In the ~ 
last lecture Dr. T. H. G. Shore gives a good summary of the 
pathology of acute deg: nerations of the liver. 


NOTES ON BOOKS. 


WE have received a copy of The Progress Book,® a little 
illustrated register for recording the stages of the mental and 
physical development of the child from birth to the 2lst year 
of life. It has been revised and enlarged for Mellin’s Feod 
Company by J. J. PiLLEY, Ph.D. On a small scale it 
represents the kind of medical annuals of the individual 
which has more than once been advocated by the pioncers 
of the Infant Welfare movement as desirable for every child 
in the State—a continuous record of health. It comprises 
weight charts and other details usually afforded in the case 
papers of the welfare centre and of the school medical 
service. Such a record would be useful to members of the. 
medical profession, who usually have to rely for information 
with respect to past health and illnesses on the often inaccu- 
rate and always incomplete anamnesis of the mothers cr 
the patients themselves. Among other details are spaces or 
papers for preserving photographs and for registering incre- 
ments in weight, the dates of eruption of the teeth, illnesses, 
and other important events in the life history of the child. 
The medical profession for their own convenience should 
encourage parents to keep registers of this kind. 


Dr. OSCAR PFISTER, who is the author of a number of 
well known works on psycho-analysis, has now written a 
volume entitled, Some Applications of Psycho-Analysis.° The 
book deals with psycho-analysis as a psychological method, 
and with its relation to art, philosophy, child life, war and 
peace, and missionary work. The longest and most im- 
portant chapter is that devoted to a discussion of psycho- 
analysis and- philosophy. The author, who is a pastor in 
Zurich, concludes his consideration of this problem by ex- 
pressing the hope that Freud’s psycho-analysis, although 
like the philosophy of Socrates it has not created any new 
system, will give an impulse to fruitful spiritual movements 
and revolutions. 


The desultory reader, especially if he be one of those who 
when they hear a new book praised read an old one, already 
owes much to Messrs. Dent, but will admit his debt to have 
grown heavier when he has made acquaintance with a 
volume of the Bedside Library.!®° Perhaps the word * heavier ”’ 
is not quite happy, for the volumes are light, but “Jarger ’’ 
would be no better, for they are small. A bookmark has 
been provided, thoughtfully, for the first patient for whom 
we prescribed the Life and Death of Socrates fell asleep at 
the second page. The Life and Death of Sir John Falstaff 
is more stimulating ; two old Shakespeare students had the 
happy idea of putting together in some sort of chronological 
order the scenes from the Merry Wives, Henry IV (1 and 2), 
and Henry V in which the Knight appears. To some of us 
Falstaff is the most wonderful of all Shakespeare’s creations, 
so alive is he, so very human, so frail in morals, so mighty 
in body, so witty in excuse, so sententious and so flippant. 
The compilation is well done, and is embellished by Sir 
George Radford’s essay, reprinted with Mr. Birrell’s per- 
mission from his Obiter Dicta. ‘The publishers ‘will on 
application supply a list of the volumes, which if in one 
sense they be dear and not cheap, in another are cheap and 
not dear. 


Messrs. MILLS and PoysER have produced a practical hand- 
book" dealing with the administration and management of 
the property of lunatics, which is clearly written and con- 
veniently arranged. Within the compass of forty pages an 
account is given of the circumstances under which the 
property of a lunatic can be dealt with and a full description 
of the procedure involved. The book should be of great use 
to the legal practitioners and receivers for whom it has been 
written. 


8 The Progress Book. By J. J. Pilley, Ph.D. London: Leadenhall Pre s, 
Ltd. 1923. (648; illustrated.) 

9 Some Applications of Psycho-Analysis. By Dr. Oscar Pfister, Pastor 
in Ziirich, Switzerland. Authorized English version. London: Georg; 
Allen and Unwin, Ltd. 1923. (Demy 8vo, pp. 352. Price 16s. nei.) 

10 London: J. M. Dent and Sons, Lid. Cloth 2s. 64., limp leather 3s. 6d., 


each. 
1! Practice of the Office of the Masters in Lunacy. By G. E. Mills, 
O.B.E., and A. H. R. W. Poyser, B.A., Barristers-at law, London: Butter- 


worth and Co. 1523. (Demy 8vo, pp. 40. 7s. 6d. net.) 
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THE NEW ANATOMY BUILDING AT UNIVERSITY 
COLLEGE, LONDON. 


BY 


Proressor G. ELLIOT SMITH, M.D., Lirt.D., 
F.R.C.P., F.R.S. 


Tue erection of the new building for the Department of 


Anatomy, which also provides an extension for the Depart- 
ment of Physiology, completes the scheme for the develop- 
ment. of the building for the Faculty of Medical Sciences 
which bad long been contemplated. The proposal was first 
definitely formulated on the initiative of Professor Starling in 
1907, and on July 24th of that year the scheme was approved 
by the Senate of the University and “a committee was 
appointed to co-operate with the architect, Professor Simpson, 


F.R.L.B.A., in preparing plans for an Institute of Medical. 


Sciences (including Anatomy, Physiology, and Pharmacology), 
with a view to the immediate erection of a portion thereof 
for the Department of Physiology.” 

The necessary funds for this portion having become avail- 
able through the generosity of a number of donors, amongst 
whom may be mentioned Sir W. Gwynne Evans, Professor 
H. R. Plimmer, the Jate Dr. L. Mond, and Mr. Thomas Webb, 
the work on the new institute was begun in March, 1908. 
The building was completed by May Ist, 1909, and on 
June 18th it was formally opened by the Right Hon. R. B. 
(now Lord) Haldane, Secretary of State for War, in the 
presence of a distinguished company. From the outset the 
new icstitute, under the inspiring guidance of Professor 
‘Starling, ably seconded by Professor (now Sir William) 
Bayliss, attracted studénts and -research workers from all 
over the world, and to such an extent-that it soon became 
apparent that the available accommodation was not equal to 
the demand made upon it: The erection of the second 
portion of the projected Instituté of Medical Sciences— 
namely, that to accommodate the department of pharma- 
cology—was rendered possible by the generosity of the late 
Mr. Andrew Carnegie. 


' The pharmacology building, which adjoins the Institute of 3 


Physiology on the east side, was completed in the summer of 
1912; in accordance with plans drawn up by Professor A. R. 
Cushny, at that time Professor of Pharmacology in the 
college, and was-formally opened on December 4th of that 
year by Sir Thomas Barlow, President of the Royal College 
of Physicians. 

A site facing Gower Street, adjoining the western end of 
‘the Institute of Physiology, was allocated for the third 
portion of the institute, that to accommodate the department 
of anatomy, hitherto most inadequately housed, partly in the 
north wing of the main building of the college, and partly in low 
buildings at the back of the Birkbeck block. Before funds 
were forthcoming for the completion of the scheme the 

reat war intervened and seemed to destroy all prospect of 
immediate fulfilment of this aim. But the college did not 
abandon hope, for when a new Professor of Anatomy was 
appointed in 1919 reference was made in the terms of his 
appointment to the intention of the college to provide a new 
building for anatomy as soon as the means for doing so 
became available. Nevertheless, not even the most sanguine 
member of the college could have anticipated that this 
confidenee was destined to be justified so soon as it was. 

lf the war seemed to have destroyed any chance of the 
immediate fulfilment of our plans, it was also responsible for 
bringing us into closer and more sympathetic relations with 


the. academic institutions and medical men of the United 


States of America. The Rockefeller Foundation was eager to 
ive some striking expression of American friendship to the 
ritish Empire, and was also anxious to enlist the help of 


_ British medicine in its great schemes for “the promotion of 


the well-being of mankind throughout the world.” 

The Rockefeller Foundation has long recognized how much 
the well-being of mankind is dependent on the advancement 
of medical knowledge and on the trainipg of men who can 
spread the benefits of this knowledge among their fellow 
creatures, and to this end has spent large sums, not only in 
the United States, but also in South America and in China, for 
the establishment of medical schools in which research and 
the education of medical men should go hand in hand. 


-At the end of 1919 two representatives of the Rockefeller 


Foundation—Dr. Wickliffe Rose, general director of the Inter- 
national Health Board, and Dr. Richard M. Pearce, adviser in 


medical education to the Foundation—came to Europe tg 
inquire into the methods, problems, and needs of we lica} 
education in this country and on the Continent. While in 
London. they were informed of the new developments jy 
medical education which had taken place in this city under 
the stimulus and with the financial he'p of the Board of 
Education: This development consisted in the establishment 
at several of the medical schoo!s of clinical “units” jp 
medicine, surgery, and gynaecology, which were staffed by. 
whole-time teachers, so that these subjects could be treated 
like the cognate scientific subjects, the professor being able to 
devote all his working hours to teaching and research without 
being obliged to undertake private practice. This innovation 
especially excited the interest of the representatives of the 
Rockefeller. Foundation since the Foundation had alread 

played a large part in the encouragement and endowment of 
this system of medical education in America. 

The essential feature in this system is the close co-opera. 
tion between all departments concerned in the medical 
curriculum. It is recognized that medicine and surge 
cannot advance except in association with and assisted by 
the other departments hitherto regarded as more pure} 
scientific—in particular, pathology, anatomy, physiology, an 
biochemistry. 

At University College Drs. Rose and Pearce found a hos. . 
pital which had been founded for the express purpose of 
medical education. They found also active and well equipped 
institutes for the study of some branches of medical science 
and definite plans for the completion of a whole scheme of 
medical education as soon as the necessary funds were 
available. ‘Thus in the college there was fair provision 
for physiology, pharmacology, and biochemistry, but no 
proper facilities for teaching and research in anatomy, 
embryology, and histology. In the clinical subjects of the 
curriculum, while medicine and surgery were represented 


_by whole-time professors at University College Hospital 


Medical School, there was a lack of beds devoted entirely. 
to the work of these units, and the accommodation for 
research into the chemistry of disease was deficient; there 
was no adequate provision for scientific investigation and 
teaching of midwifery and the diseases of women. Plans for 
the remedying of these gaps in the scheme were ready; the 
only thing necessary for the realization of the scheme was 
money. ‘he representatives of the Rockefeller Foundation 
were impressed with the possibilities of the scheme for the 
creation of a complete and scientifically equipped school of 
medicine which had been worked out by the college and 
hospital medical school and reported favourably thereon to 
the Rockefeller Foundation. Asa result of their report the 
Foundation decided not only to placo at the disposal of 
University College sufficient funds for the realization of the 
scheme that was formulated in 1907, but also to provide the 
additional endowment required to maintain the increase in 
staff which the scheme entailed. 


At the same time the ~ 


Rockefeller Foundation made an even larger gift to University — 
College Hospital Medical School for the promotion of the © 


work of the clinical units. 

It is singularly appropriate that the attcmpt to institute 
radical refoims in the teaching of anatomy and in the pro- 
vision of facilities for real rezearch should be made in 
University College. _ Paradoxical as it may appear, the 
reforming zeal of Professor Sharpey at this college seventy 
years ago had as one of its ultimate results the cripplivg of 
anatomical effort in England, and it is proper that the 
college which created a physiology so vigorous as to take to 
itself the more vital and progressive parts of anatomy should 
be the institution to right this ancient wrong by restoring 
to anatomy the opportunities for teaching and.researclhi in 


histology and practical embryology, and for the experimental ~ 


study of the factors that influence growth and development. 
The structure of the nervous system, its developmental 
history and the connexions displayed by degeneration and 
experiment, are all subjects which should be studied as one 
connected whole in the department of anatomy; and if the 
complexities of the nervous system are to have any meaning 
or make any intelligent impression upon the students, the 
functional significance of the arrangements must be discussed 
and the effects of damage to the nervous system must be used, 
not with any preteace of teaching the student clinical medi- 
cine but in order to give him some satisfying explanation ol 
a. complex and otherwise unintelligible mechanism. It is 
necessary, then, in any properly equipped institate of 


anatomy, to provide a neurological department fully equipped | 
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with sets of slides of adult human and embryonic material 
and of the brains of other vertebrates, and with laboratories 
for the experimental study of the results of degeneration. 

It is an essential part of the work of a department of 

avatomy that it should carry on experimental investigations 
of the factors which influence growth and development and 
of the causation of anomalies and monstrosities. Such  re- 
searches have led to results of very great importance from 
the insight they afford into the underlying principles of 
development as well as in explaining the causation of patho- 
locical conditions. The equipment of laboratories for such 
experimental work is therefore a necessary part of the 
cheme. 
The knowledge of the structure of the living body that can 
be acquired by the use of the x rays is becoming increasingly 
important in the study of anatomy. At present a student is 
called upon to interpret radiograms long after he has left the 
department of anatomy, and when his practical familiarity 
with the arrangement of the structures he is endeavouring to 
disentangle has grown dim. Obviously the rroper time to 
acquire an understanding of «-ray appearances is when the 
student is actually studying the things of which the « rays 
cast shadows. But such studies also teach hiny his anatomy, 
and are a valuable means of instruction. Moreover, the 
equipment of a department of radiology opens up a most 
promising field of anatomical research, which is bound to 
become increasingly fruitful year by ycar as the technique of 
radiography is improved. 

The completion of the building for the three closely allied 
sciences of anatomy, physiology, and pharmacology repre- 
sents far more than the mere provision of accommodation and 
equipment for teaching and research in anatomy and of an 
extension of the physiological. laboratories, It is-the ex- 
pression of a far-reaching scheme of co-operation—involvin 
on the one hand the closer correlation of teaching an 
research in anatomy, physiology, and pharmacology, and on 
the other the linking up of the work done in the Faculty of 
Medical Sciences in the college with that done in the Medical 
School of University College Hospital.: Moreover, the new 
building is a permanent symbol of the bond’ of sympathy 
that unites us in a common aim with the medica! schools 
of America and with the Rockefeller Foundation,-our great 
benefactor. 

By housing the departments of anatomy (with histology 
and embryo'ogy), physiology, biochemistry, and pharmaco- 
logy in one institute, witha library and staff room in common, 
the way has been prepared for a closer co-operation between 
teaching and research in these subjects than has been possible 
hitherto. The new anatomy building is linked by means of 
a tunnel] passing under Gower Street with the medical school 
of University College Hospital, and it is anticipated that this 
physical avenue of communication will facilitate a freer 
intercourse between the workers upon the two sides of Gower 
Street, to their mutual benefit. 

The extension of the department of physiology affords 
ampler provision for teaching and research in experimental 
physiology, and makes it possible for Professor Starling to 
remain in the college as Fou'erton Research Professor of the 
Royal Society, even though he relinquishes the Jodrell Chair 
of nee and the directorship of the institute which he 
created, 

The Rockefeller endowment has made it possible not only 
to create a University Chair of Biochemistry but also to 
increase the accommodation allotted to this subject. It has 
thus become feasib'e to effect a reorganization in the teaching 
of this new and important branch of chemistry, and to 
provide for the needs, not only of the students of medicine, 
but also for the training of biochemists, for whom there 
is a constant demand in research and industry. For 
these a definite curriculum has been dev'sed based on the 
fact that a biochemist should be above all: a well trained 
chemist, as well as possessing a scientific knowledge of 
general biology or of biological subjects. On this founda- 
tion is built one or two years’ work in the biochemistry 
department, selected students being given facilities to carry 
out origiral investigations during the latter part of the course. 


As announced last week, their Majesties the King and 
Queen have graciously consented to visit the buildings on 
May 3lst, when the foundation stones of the new obstetric 
block and of the nurses’ home connected with University 
College Hospital will be laid and the new Institute of 
Anatomy formally opened. ; 


RECENT ADVANCES IN MEDICAL EDUCATION 
IN ENGLAND. 


SECOND MEMORANDUM BY SIR GEORGE NEWMAN. 


[First Norice.] 


In 1918 the Board of Education published a Memorandum 
entitled “ Some Notes on Medical Education in England,” by 
Sir George Newman, K.C.B., M.D., Chief Medical Officer of 
the Board. He is now also Chief Medical Officer of the 
Ministry of Health, and it is that Ministry which has issued 
anew Memorandum.' It is a document of much importance, 
and no phase of education in medicine seems to have been 
omitted. We propose this week to begin an account of its 
scope aud contents, leaving comment to a subsequent 
occasion. 

The Memorandum follows broadly the subjects of the medical 
curriculum in the sequence in which they are ordinarily taken 
at the schools, but it bas a brief historical introduction dealing 
especially with the work of tlie General Medical Council in its 
developments from 1858 to 1922, and with the institution in 
1908 of Treasury grants to universities and medical schools, 
through the Board of Education in England, and directly by 
Parliament for Scotland and Ireland. The seven points to 
which special attention is given in assessing grants are: (1) the 
number of students, (2) the content and scope of each subject 
taught, (3) the educational staff, (4) equipment and clinical 
facilities, (5) the standard and character of teaching, (6) the 
correlation of subjects and interrelation of econ ram | and 
clinical work, and (7) research work. A perp tong rants 
Committee was appointed to take the place of the Board of 
Education as from 1919, and grants are paid to practically all 
the fifteen universities in Great Britain. 

‘In dealing with the preliminary sciences the opinion is 
expressed that chemist? physics, and biology are funda- 
mental. The centre of knowledge is for ever shifting and 


“we are in need of a closer association between physics and 


chemistry on the one hand and biology and medicine on the 
other.” The author expounds the General Medical Council's 
policy, which is that the elements of these subjects should be 
taught at the secondary or public schools to the standard of 
the preliminary examination. Their applications to medicine 
are to be taught during the medical curriculum, which is so far 
lightened. Many excellent courses of this nature are now, 
it is said, established under the regulations, but Sir George 
Newman urges: “In such advanced courses one primary 
consideration should be paramount—namely, that proper 
provision should be made for the concurrent study of English 
language, literature, and history.” More than 250s condary 
schools now give advanced courses, but not nearly so many 
in biology as in chemistry and physics. Six examples of the 
courses of instruction are quoted from reports by H.M. 
inspectors. The medical schools will have to supplement any 
insufficiencies of the secondary schools. Biology is regarded 
as of special importance—“ it is the basis of sociology.” The 
author holds that zoology and botany must continue to be 
taught separately. It is urged, again, that the teaching of 
the principles of chemistry should not be allowed to suffer by 
giving the student too much inorganic chemistry. Finally, as 
to the preliminary sciences: “ When the student enters upon 
the professional part of his course these subjects must be 
deeply integrated into physiology, pharmacology, and patho- 
logy, and practically applied in his clinical studies.” 


Anatomy. 


“ Anatomy is the foundation of the Science and Art of 
Medicine”: so begins the chapter on that subject. But it 


became a restricted subject “neither biological in settiug nor 


physiological in purpose.” The student was overburdened 
with detail and could pass examinations only by “cramming.” 
The anatomy was that of the dead and not of the living body 
—not like that of the Greeks, who learned from ath'etes in 
action; it was divorced alike from biology and clinical study. 
But there was a renaissance in both respects; Harvey was a 
biologist and John Hunter and the Monroes were surgeons or 
teachers of surgery. ‘The purpose and meaning of anatomy 
can only be learned at the same time as its structure. 


1 Recent Advances in Medical Educationin Englanit. A Memorandum 
addressed to the Minister of Health by Sir George Newman, K.U.B., M.D., 
Hon. D.C.L., F.R C.P., Chief Medical Officer of the Ministry of Health and 


_of the Board of Education, Crown Nominee to the Ge: eral Medical 


Lordon: H.M. Stationeiy Office, Imperial House. Kingsway. 


Council, 
W.C.2. 1923. 1s. 3d. net. 
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MEDICAL EDUCATION IN ENGLAND. 


Anatomy has come back into its inheritance through ortho- 
paedics. Teaching and examination must have regard to the 
needs of the practitioner, and the General Medical Council 
recommends that the final examination should include ques- 
tions on the applications of anatomy and physiology to prac- 
tical medicine. The knowledge must be accurate and the 
student must be encouraged to take broad views but not 


vague Views. 
Physiology. 

In dealing with the teaching of physiology, which has 
undergone such enormous expansion, it is pointed out that 
there are three desiderata: a knowledge of the normal action 
of the healthy body and its variations; a knowledge of dis- 
turbing factors and how to investigate them; and the appli- 
cation of the principles to medicine. Lecturing, which has 
been overdone, has now been much reduced, and the student 
needs less if he has been well grounded in biology, physics, 
and chemistry. From animal physiology in general the 
student must pass to mammalian physiology and then to 


_ human physiology in particular. An important aspect of the 


subject, emphasized by war experience but essential also for 
civil industry, is the total efficiency and vital capacity of man, 
his ability to resist and recover from strain. The student 
should learn how wide are variations within the normal 
bodily functions, and to distinguish variation from disease. 
The science is being taught more adequately than formerly 
and the teaching is being continued throughout the curriculum 
—“students are learning to think of disease as disordered 
physiology.” A Scottish branch subcommittee of the General 
Medical Council has suggested the lines which should be 
foliowed in bringing physiology to bear on medicine in respect 
of circulation, respiration, digestion, the nervous system, 
metabolism, the endocrine organs, reproduction and develop- 
ment, and the physiology of childhood. In some schools the 
student in his second year is being brought to the hospital to 
study cases illustrative of physiological principles or methods. 
* An all-round equipment in physiology is perhaps the greatest 
single need of the medical student.” The teaching must be 
practical, there must be no watertight compartments, no 
divorce of physiology from pathology and clinical medicine 
and surgery, and the spirit of research should be cultivated 
by the personal work and observation of every student. 


Pharmacology and Therapeutics. 

It is good for all concerned that every teacher be filled 
with the importance of his own subject, and the next chapter 
of the Memorandum begins with a quotation from Professor 
W. E. Dixon of Cambridge, who writes that ‘To state that the 
future of medicine lies in pharmacology may sound fanciful, 
but it is certain that the most hopeful of all signs of the 
progress of Medicine of to-day is to be found in the progress 
of the science of treatment.’ In recent years the orientation 
of therapeutics has been changed, first by experimental ob- 
servations on the active principles of drugs and their effect 
on animals ; secondly, by speculations relating to the chemical 
structure of the molecule, and the processes of absorption, 
surface tension and solution ; third ly, by the discovery of 


the im of internal secretions—drugs within the 
economy and extractable for use; and, a? by new know- 
ledge the defensive substances within the body and by 


the revolutionary developments in serology and immunology. 
In Great Britain synthetic chemistry has not been widely 
developed and we have had to rely on Continental labora- 
tories for new anaesthetics, hypnotics (which, it may be 
interpolated, bring with them their own dangers), vaso- 
dilators, antipyretics, diuretics, synthetic purgatives, etc. 
As a remedy the establishment in this country of an Institute 
of Experimental Therapeutics is —, to comprise all 
branches of pharmacology, chemical, experimental, and 
clinical. Pharmacology “must be explored in conjunction 
with physiology, with pathology, and above all with thera- 
peutics.”” The Memorandum after this admonition proceeds 
to discuss seven aspects of the subject: (1) Vaccines and 
serology, (2) organotherapy, (3) heliotherapy, (4) electro- 
therapeutics and radium, of mechano-therapeutics, (6) anaes- 
thetics, and (7) psychotherapy. There are also some con- 
cluding observations on practical methods of teaching. 
Though the percentage of successful vaccinations against 
small-pox is under the present system 99.4 in the hands of 
Public Vaccinators, yet Sir George Newman holds that the 
training of the medical student has become perfunctory and 
that steps should be taken for its amendment. Knowledge 
of acquired immunity in general has resulted in a new and 
powerful means both of diagnosis and therapeutics in respect 
of typhoid, food poisoning, dysentery, pneumonia, diphtheria, 


syphilis, tuberculosis, and other bacterial infections. Auother 
result is the preparation of vaccines and antitoxins for pro. 
phylaxis and treatment, whether the means be living viryg 
or dead cultures, and whether the vaccines be polyvalent or 


autogenous. Neither the practitioner nor the student canbe ~ 


an expert in such matters, but there should be elementary 
instruction in the principles of immunity, the methods of 
preparation of vaccines and serums, thé diseases for which 
they are available, the principles for selection of stock, the 
time, method, site and doses, the action and reaction, jjj 
effects and risks, and instruction also in the convincip 
evidence of their value in small-pox, rabies, diphtheria, ln 
typhoid fevers. 

Organotherapy is represented by the value of thyroid 
extract, adrenaline and pituitrin, as means of treatment based 
upon the principle of compensating defect by extracts from 
internal secretions. Heliotherapy should also be taught and 
illustrated by its success in the tuberculosis of children, ang 
generally in the open-air life. Sir George Newman supports 
the recommendation of the General Medical Council that 
radiol should be systematically taught, including the 
differential reading of radiograms. Under mechaucethera. 
peutics come m e and remedial exercises, of which the 
methods and value should be known to practitioners, though 
the work needs particular training and experience. Swedish 
exercises at schools have become universal since the school 
medical service began. In anaesthetics the General Medical 
Council recommends that every student have a course of 
instruction, including experience of their administration in at 
least ten cases. As to psychotherapy, Sir George Newman 
writes aptly that “ some forms of treatment of mental diseass 
have overflowed their boundaries and invaded the realm of 
internal medicine.” In nervous disorders “its methods are 
analysis, suggestion, persuasion, or reinstatement of dis. 
ordered function,” but it is not yet a science, and much 
depends on the “personality” of patient and physician. It is 
important, that student in 
elementary psychology, perhaps as part of physiology. 

The practical methods of teaching, both in 
pharmacology or the scientific study of drugs, and in thera. 
peutics or the art of treatment, is prefaced by the observatica 
that practical pharmacy has disappeared from the scheme of 
training. In Edinburgh there are now two whole-tiue 
professors, one for either subject, the therapeutics professor 
being also professor of clinical medicine; attached to the 
wards is a therapeutic laboratory. At other schools— 
Sheffield, Oxford, Cambridge, and Aberdeen—there are also 
special arrangements. 


Pathology and Elementary Bacteriology. 

Pathology, it is observed, has developed from a mere means 
of throwing light on treatment to be an independent science 
with ramifications into all branches of medicine and surgery, 
so that practical medicine has become diagnosis, pathology, 
and treatment, and practical surgery, diagnosis, patho‘ogy, 
and application of the mechanical arts; ‘the integration has 
been so intimate that the science has become woven into the 
warp and woof of the whole texture of medical practice.” lt 
began as morbid anatomy, next came morbid histology, then 
bacteriology, and now there has emerged the pathological 
physiologist, who studies “disease in the living cel's 
rather than the dead,” function rather than structure, 
to be learned in the wards as well as in the post. 
mortem room. Stated otherwise it is “the science of morbid 
processes.” It should include elementary bacteriology, 
morbid anatomy and histology, general and special pathology 
and their chemistry, experimental pathology, and clinical 
pathology, all in a setting of comparative pathology. 
subject shoul] be spread over two or three years of the 
curriculum, beginning with bacteriology and 
pathological chemistry. ‘The professor should be pathologist 
to the hospital of the medical school, and the hospital should 
have attached to it an institute to bring together all branches 
of pathological work; each student should collect material 
so carry out its examination, should also do several autops'et 
and compare the results with the clinical phenomena. Con: 
ference of all concerned with a case would likewise be useful. 
Each school should have an organization for pathology com- 
plete in accommodation and equipment, and there shculd be 
co-operation between physiologist, pathologist, bacteriologis 
and clinician. For absolute completeness a school of com 
parative pathology animal, and human —'s 
needed, and such a school should be connected with hospital 


wards and laboratories. 
(To he continued.) 
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— establishing it to the hilt. This is, however, a minor 
ques 10n, 

COLLOIDAL PREPARATIONS. Sir William Pope concentrates his attention on my findings 


THE EXAMINATION OF COLLOIDAL SOLUTIONS. 
BY 
Sin WILLIAM J. POPE, K.B.E., F.R.S., D.Sc., LL.D., 


PROFESSOR OF CHEMISTRY, UNIVERSITY OF CAMBRIDGE, 


A RECENT paper by Professor A. J. Clark (British MEpiIcaL 
JourNAL, 1923, i, p. 273) contains a discussion of the customary 
methods for distinguishing colloidal solutions from those of 
crystalloids and details the results of the examination of a 
number of colloidal preparations found in commerce. It is 
stated that the work was carried out at the expense of the 
British Medical Association, and it may therefore be presumed 
to carry with it the authority and approbation of this im- 
portant body; this latter circumstance makes it particularly 
unfortunate that many, if not most, of the experimental re- 
sults recorded in the paper are erroneous and nisleading, and 
that, in consequence, the conclusions drawn are unjustified. 

The refutation of an error is always a more lengthy process 
than is its original statement; without discussing detail 
by detail the sequence of mistakes made in the paper under 
discussion it will suffice, and the interests of brevity will be 
served, if Professor Clark’s conclusions concerning but one 
from among the many preparations with which he has dealt 
are shown to be unfounded. 

The solution known as “ colloidal ferrum Crookes ” contains 
0.05 per cent. of iron as a colloidal ferric compound, with about 
0.5 per cent. of gelatin and about 3.5 per cent. of glucose, 
as may be ascertained by any competent analyst; it passes 
through filter paper without leaving a precipitate, and is 
faintly alkaline in reaction owing to the presence of a small 
proportion of sodium hydroxide. Presumably everyone is 
aware that ferric salts are precipitated by sodium hydroxide 
unless retained in colloidal solution by some protective sub- 
stance. The fact that sugars retain ferric iron in colloidal 
solution was recorded by Thomas Graham in his famous first 
paper on colloids (Philosophical Transactions of the Royal 
Society, 1861, 151, 183), and has been the subject of much 
later experimental study. The simple and direct proof that 
such solutions contain the iron in the form of colloidally sus- 
pended particles, which can be seen in the ultramicroscope, 
is so complete that the colloidal character of these prepara- 
tions has never before been impugned. 

But Professor Clark disregards the effect of the gelatin and 
the glucose and does not note the alkalinity of the solution, 
the factors which directly prove the colloidal condition of 
the iron in the preparation. He observes that the ferric 
compound passes through a collodion filter and thence 
concludes that the iron cannot be in a colloidal condition, 
oblivious of the fact that colloidal filters are in common use 
for separating fine and coarse colloidal suspensions, the finer 
readily traversing the filter. 

Professor Clark remarks that extravagant statements con- 
cerning colloidal preparations have been often recorded, and 
that much of the “scientific” literature on the subject is 
uncritical; this is regrettably true so far as the medical 
literature is concerned, and makes it the more desirable that 
the British Medical Association and Professor Clark should 
discountenance the methods of the past and confine them- 
selves to the publication of properly ascertained facts with 
their logical conclusions. The dangers of not doing so have 
been eloquently depicted by Dr. H. H, Dale (Journ, Soc. 
Chem. Ind., 1920, 39, 211 R), 


OBSERVATIONS ON THE ABOVE ARTICLE, 


BY 


A. J. CLARK, M.D., F.R.C.P., 


PROFESSOR OF PHARMACOLOGY, UNIVERSITY COLLEGE, LONDON, 


I nave read the above article by Sir William Pope with 
surprise. He states of my paper “that many, if not most, 
of the experimental results recorded in the paper are erroneous 
and misleading.” He does not, however, produce any evi- 
dence to show that a single experimental fact stated in my 
paper is incorrect. It is, of course, contrary to every tradition 
of scientific controversy to make a sweeping charge like this 


as regards collosol ferrum, and says: 
“‘The solution known as ‘colloidal ferrum Crookes’ contains 


4 0.05 per cent. of iron as a colloidal ferric compound, with about 


0.5 per cent. of gelatin and about 3.5 per cent. of glucose, 
as may be ascertained by any competent aualyst; it passes 
through filter paper without leaving a precipitate, and is 
faintly alkaline in reaction owing to the presence of a small pro- 
portion of sodium hydroxide. . . . But Professor Clark disregards 
the effect of the gelatin and the glucose and does not note the 
alkalinity of the solution, the factors which directly prove the 
colloidal condition of the iron in the preparation.’”’ (The italics 
are mine.) é 


Messrs. Crookes, as far as I am aware, have no preparation 
called “ colloidal ferrum Crookes.” The substance I investi- 
gated was “ collosol ferruam Crookes,” and I presume that Sir 
William Pope is referring to this, otherwise his remarks are 
pointless. 

The two statements italicized in the above quotation relate 
to matters of elementary chemistry. I cannot confirm either 
of them. 

During the past year I have tested six separate bottles of 
collosol ferrum Crookes bought over a period from January, 
1922, until April, 1923; some were bought from retail and 
some from wholesale chemists. In every instance the 
solution was acid. To-day (April 19th) I opened two new 
bottles of collosol ferrum; one bottle had been recently ob- 
tained from a wholesale chemist and the other came to-day 
from Messrs. Crookes’s establishment in Chenies Street; 
the contents of both bottles were acid: the acidity corre- 
sponded approximately to N/200 and N/500 acid respec- 
tively. Having made these observations and measured 
the degree of acidity 4 cannot quarrel with Sir William 
Pope’s statement that I do “not note the alkalinity of the 
solution.” 

Collosol ferrum gives all the reactions characteristic of a 
dilute solution of a ferrous salt—namely, a deep blue colour 
with potassium ferricyanide which develops immediately, a 
paler blue colour with potassium ferrocyanide which develops 
slowly, and no colour with ammonium sulphocyanide. These 
reactions are totally different from those given either by 
an ordinary solution of a ferric salt or by a solution of 
colloidal iron. 

As regards precipitate, five out of the six specimens which 
I have examined left a heavy precipitate when filtered 
through a filter paper. One of the two bottles examined 
to-day yields 0.08 per cent. of precipitate on filtration; the 
other bottle, obtained fresh to-day from Messrs. Crookes, 
gives no precipitate, 

As regards colloidal condition, I showed in my paper that 
the iron in collosol ferruam, when tested by dialysis, ultra- 
filtration, or diffusion, behaved exactly as if in true solution. 
Sir William Pope argues that the iron in “ colloidal ferrum ” 
must be colloidal because it is in the ferric state and the 
solution is alkaline. The iron, however, is in the ferrous 
state and the solution is acid. 

So far as I understand Sir William Pope, the only other 
evidence he adduces is that the solution shows colloidal 
particles on ultramicroscopic examination and contains 
gelatin and sugar. If my interpretation of Sir William 
Pope's statement be correct, I will leave it to chemists 
with experience of colloidal chemistry to say what they 
think of the argument that iron in a solution must 
be colloidal if the solution contains- particles visible 
under the ultramicroscope, and also contains gelatin anJt 
sugar. 

Sir William Pope, however, really bases his argument on 
the alkaline reaction of the fluid. When a person in his 

ition bases an important argument on an elementary fact 
like this, and one finds that the statement is wholly incorrect 
as regards six separate samples of the substance under 
investigation, discussion becomes very difficult. 

In the above circumstances it seems unnecessary to notice 
Sir William Pope’s unkind remarks about my methods of 
research. -in my paper I dealt with collosol ferrum Crookes 
as sold to the medical profession. Sir William Pope has 

blicly ridiculed me for failing to notice that it is alkaline. 

say that it is acid, and that anyone who is in doubt 
can determine this point for himself wilh a piece of 


litmus paper. 
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PITUITARY SECRETION. 


AtrHouGH extracts of the posterior lobe of the pituitary 
gland are now widely used in obstetrics and in surgery, 
knowledge of the functions of this gland is still very 
fragmentary. This is in large measure due to the extreme 
difficulty of removing the posterior lobe of the pituitary 
without injuring the anterior lobe or the adjacent por- 
tions of the brain. The known actions of pituitary 
extract. are extremely diverse, and this is understandable 
since the gland is known to yield several active principles. 
Abel and Rouiller' showed that at least two substances 
were present, one which raised and another which de- 
pressed blood pressure. Dudley,’ in a recent paper, has 
shown that the substance which raises blood pressure is 
probably distinct from the substance which causes con- 
striction of the uterus. 

Very little evidence has been brought forward to 
indicate the nature of the relation between the pituitary 
gland and the genital organs, but Professor W. E. 
Dixon, in a recent papeg,® has thrown some light on this 
question. He has made a series of experiments which 
lead him to conclude, first that secretion of the pituitary 
gland is delivered into the cerebro-spinal fluid, and 
secondly, that this process of secretion can be stimulated 
by injection into the circulation of either pituitary 
extract or of ovarian extract. It seems clear, he says, 
“that ovarian conditions determine the secretion of the 
pituitary and thus react indirectly on the uterine tonus. 
Pituitrin is‘very largely employed in medicine to con- 
tract the uterus: its employment would seem to be so 
far rational that it is the drug manufactured by the body 
for this specific purpose.” 

The facts established concerning the functions of the 
posterior lobe of the pituitary indicate that they are 
curiously scattered. The internal secretion of this gland 
appears to be essential to the normal function of the 
kidney, for injury to the lobe is often associated with 
diabstes insipidus mellitus, and in a large proportion of 
cases of this disease the excessive urinary secretion can 
be inhibited by the administration of pituitary extract. 
Furthermore, Starling and Verney have recently shown 
that the isolated kidney secretes very dilute urine, but 
that the addition of pituitary extract to the perfused 
blood causes an increase in the concentration of the 
chlorides. The pituitary is also one of the glands that 
control the concentration of blood sugar. Pituitary 
deficiency is associated with increased carbohydrate 
tolerance, and according to Burn‘ pituitary extract has 
a stabilizing effect on the blood sugar concentration, for 
on the one hand it inhibits the hyperglycaemia produced 
by adrenaline or by ether anaesthesia, and on the other 
hand it inhibits the fall of blood sugar produced by 
the administration of insulin. 

There seems, therefore, to be a fair amount of evidence 
that the posterior lobe of the pituitary gland secretes 
in vivo a uterine stimulant and also a substance essential 
for normal urinary secretion. 

This gland contains in addition substances which can 
raise blood pressure, which can lower blood pressure, and 
which affect blocd sugar concentration. There is evidence 
that at least three separate substances are concerned in 
these manifold activities. We have, however, at present 


1 Journ. of Pharm. and Exper. Ther., 20,5, 1922, 
2 Ibid , 21. 103, 1923. 

SJ urn. of Physiol., 57, p. 128, March 2ist, 1623, 

4 Ibid., 57, Proc. Phys. Soc., 38, 1923. 


no evidence as to whether these curiously divergg 
activities are correlated in any way; as far as our present 
knowledge goes, the association of the different actiyg 
principles in one gland may be purely accidental. 


— 


VETERINARY LITERATURE DURING THE 
EIGHTEENTH CENTURY. 


THE first instalment of the history of veterinary literaturg 
by Major-General Sir Frederick Smith, late Director. 
General of the Army Veterinary Service, is published jn 
the current issue of the Veterinary Journal. He has no 
difficulty in showing that during the eighteenth century 
the practitioners of animal medicine were in a state of 
deplorable ignorance of the pathology and treatment of 
disease. The books written during the earlier part of this 
period claimed to give to country gentlemen and farmers 
sufficient instruction to enable them to be independent 
of the services of the farrier and cow-leech or cattle 
doctor—the two classes of men engaged in veterin 
practice—and usually promised secret receipts for the cure 
of the common distempers incident to horses and oxen, 
Under the titles ““Every Man his own Farrier,” ‘The 
Gentleman Farrier,’ or some variant of these, they 
appeared with painful regularity, the writers all dipping 
for information into the same well of ignorance, and 
copying without apology from the books of their 
predecessors. Whereas in the medical profession during 
the same period there were three classes of practitioner— 
the physician, the surgeon, and the apothecary ; and of 
the first named it might be said that, though commonly 
more dependent on ancient tradition than modem 
science, he was usually a scholar—the lowest and most 
ignorant in the land were considered suited to follow 
the veterinary calling; the farrier and cow-leech were, 
indeed, entirely without education, and dependent as a 
rule on a book of “ cures.” 

The comprehensive review of the veterinary literature 
during the early part of the eighteenth century pro- 
vided by Sir Frederick Smith indicates the grievous 
suffering which must have been inflicted on animals 
by the “experts” of that time, of which the follow- 
ing may be given as examples. One author says that 
“suppression of urine is overcome by passing into the 
urethra a whale-bone, at the end of which is a knob 
covered with muslin; the whole is to be thrust into 
the bladder. If no urine follows, this is diagnostic of 
disease of the kidneys.’’ The same authority recommends 
in the treatment of, colic a remedy consisting of ‘four 
or five hundred wood-lice, dried and powdered, given in 
a draught.” Stiff legs “are to be treated by cutting the 
nerves of the forelegs, which will be found in the breast.” 
(What was removed was a piece of tendon, which was 
drawn out at the wound and then divided.) However, 
Sir Frederick Smith concludes that on the whole 
the veterinary pharmacopoeia was cleaner than the 
medical pharmacopoeia, for “in the Dispensatory of the 
Royal College of Physicians of this period the following 
are shown among the animal parts employed in 
medicine : fat of all animals, including that of man, 
bezoar, cystic calculus (human), flesh of the viper, horn 
of rhinoceros and unicorn, tooth of elephant and sea- 
horse, slough of snake, liver of eel, biliary calculus (ox), 
jaw of pike, penis of tortoise and stag, huckle bone of 
hare. There is also shown, as a therapeutic agent, the 
moss from human skulls!” 


to veterinary practice during the eighteenth century, 
both because physicians were called upon to assist the 
State when cattle plague appeared in this country and 


-an eye to business, tock an active interest in the treat- 


ment of diseases of animals. It was fortunate that 


The medical profession rendered conspicuous service 


because certain surgeons, from a love of animals or with 
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TREATMENT OF DIABETES BY INSULIN AND ITS RISKS. 
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{ 


,in 1714, cattle plague was prevalent, Thomas Bates, 
to Household, was called upon to 
ort upon a disease of cattle affecting dairy stock at 
Islington and to decide whether it was contagious. He 
goon convinced himself that the disease was not 
only by the affected cattle but by the attendants, and 
«he recommended that the entire herd should be de- 
stroyed, the owners compensated, the dead cremated, the 
cowhouses disinfected and left empty for three months.” 
Thus he succeeded in eradicating cattle plague by 
methods almost identical with those in use to-day. 
Sir Frederick Smith says that the work of the physicians 
was marred by their nervous apprehension of loss of 
dignity in their profession by being engaged in the study 
of a disease of animals, and they nearly all apologized 
for debasing their profession, their only consolation being 
that they had exhibited a good public spirit in time of 
national peril. On the other hand, a number of surgeons, 
for whom the social sacrifice was not so serious, came 
forward and closely identified themselves with veterinary 
work, and many of them wrote books on the subject, 
some from actual practical knowledge, others from 
theoretical acquaintance or conceit. Even the surgeons 
were anxious about their reputations, for one of them 
remarks in one of his books that, as a result of ‘employing 
his pen so low as to write about horses,” he has “now 
and then had a little dirt” thrown at him, The first 
school of veterinary science was opened in this country 
in 1791, and towards the end of the century the. medical 
profession rendered valuable help to their veterinary 
colleagues through the work of John Hunter, Henry 
Cline, Sir Astley Cooper, and Dr. Fordyce, while from 
the ranks of the medical profession during the last years 
of the eighteenth century were recruited Bracey Clark, 
William Moorcroft, Delabere Blaine, and Edward Cole- 
man, whose names will live as long as the veterinary 
profession exists, 


TREATMENT OF DIABETES BY INSULIN 
AND ITS RISKS. 


We publish this week at page 737 a general summary of 
the clinical on of workers in certain hospitals— 
eight in number—in England and Scotland who daring 
the- last few months have been able to treat certain 
selected cases of diabetes with insulin prepared under 
the directions of the Medicdl Research Council in the 
of médical schools attached to each 
ospital; recently insutin prepared by commercial firms 
has also been used by 

As we announced last week (p. 695), insulin is now 
being prepared on a commercial in this country, 
and the supply has been augmented by consignments 
from a firm of American manufacturers. It can now 
be purchased by hospitals and individual medical prac- 
titioners who will undertake to fulfil certain conditions. 
Insulin can only be employed with safety when its 
effects are tested by repeated examination of the amount 
of sugar in the blood, and an undertaking to make 
this estimation systematically is petew the most im- 
portant condition imposed. So far, at each hospital, 
two or three patients suffering from severe diabetes 
have been selected and the effects of insulin upon 
them very closely studied week by week. Except in 
cases which have already reached the stage of coma, 
all the patients treated have shown admirable improve- 
ment, just as was described by the Canadian workers. 
The amount of sugar in the blood has fallen rapidly as 
® temporary result of each injection, and the utilization 
of fats has been favourably influenced to a very marked 
degree. The patients have increased steadily in weight 
and haye experienced a sense of greater warmth and 
energy. Among the precantions found necessary is that 


the insulin should be given in relation to the meals and 
be withheld during periods of abstinence from food. 
The untoward results of am excessive dose of insulin 
have been for the most avoided owing to the 
care taken to test its effect on the blood and to 
give it in proper relation to meals.. Im severe cases 
very large doses may have to be given, and it is 
advised that such patients should be treated, for the 
present at any rate, in institutions, where the diet 
can be closely controlled and the blood 
frequently determined. It is possible that in cases 
under this close observation a smaller dose may 
prove effective if carbohydrates are excluded. The 
very striking effect of insulin in diabetic patients who 
have passed into a condition of coma was observed 
in several instances ; in one, which is recorded at length, 
a man admitted to hospital on the verge of diabetic 
coma, just conscious but with extreme air hunger, 
treatment with insulin was followed by such improve- 
ment in his general condition that for the next three 
weeks he had no glycosuria. 

The efficiency of insulin in lowering the amount of 
sugar in the blood is so great that too Jarge a reduction 
may be brought about, and a condition of collapse 
attended by convulsions may then ensue; it is remedied 
by_giving glucose and causing the patient to drink large 
quantities of fluid; but its.occurrence ought to be pre- 
vented, and this is one of the many. problems which 
require further investigation. It has long been known 
that a diabetic patient subjected to an operation 
may suddenly pass into a condition of coma, and the 
experience so far obtained tends to show that insulin 
in this emergency has little effect. The risk is to be 
avoided by careful preparation of the patient before the 
operation; dietetic control and the administration of 
insulin in suitable doses being used together to free the 
urine from ketones and sugar. 


THE CAMBRIDGE CHAIR OF ANIMAL PATHOLOGY. — 
Tue University of Cambridge is about to make a new 
departure ‘of considerable interest and importance, As 
announced recently in our columns, it has accepted an offer 
made by the Ministry of Agriculture and Fisheries of a 
capital sum of £30,000 to found a Professorship of Animal 
Pathology. The Senate has approved regulations for the 
professorship which fix the stipend at £1,200 per annum, and 
define the duties of the office as the advancement of the 
knowledge of the diseases of animals by teaching and 
research. A board of electors will shortly be nominated, and 
it is anticipated that the first appointment will bé made 
during the present term, which ends about the middle of 
June. The professor will be connected with the Special 
Board for Agriculture and Forestry, and will have his head: 
quarters in an extension of the School of Agriculture, whick 
practically joins the new biochemical laboratory which ii 
being built and presented to the University for Professos 
Hopkins by Sir William Dunn’s Trustees, Professor Langley’s 
laboratory, the Molteno Institute of Parasitology under 
Professor Nuttall, and the low temperature research station 
under Mr. W. B. Hardy, are all within a stone’s throw, 
and the Medical School is only just across Downing Street. 
The professor is to hold offfce in the first case for five years. 
at the end of which period he will be eligible for reappoint- 
ment. His first duty will be to prepare plans for his head- 
quarters laboratory at the School of Agriculture; for a branch 
laboratory, paddocks, animal houses, etc., at the field labora- 
tories; and for staff and for equipment. For these purposes 
the Ministry of Agriculture has intimated that it will consider 
estimates up to about £70,000 for the period ending March 
3lst, 1927, After this date. the maintenance of the research 
institute, of which the professor will bo director, must 
depend either on the provision of further funds by Parlia- 
ment or on private benefactions. In view of the value of 
the live-stock industry to ‘the country, the collapse of the 


: 
ve iz 
or- if 
of 
his 
4, 
ent | 
itle as 
| 
The 
The 
ing wed 
reir 
ing 
lern 
nost 4 
vere, 
aS & 
that 
knob } a 
into 
ic of 
the | 
ast.” 
was 
ever, 
vhole 
. the 
ms 


? 


— 


734 APRIL 28, 1923] 


CALCUTTA SCHOOL OF TROPICAL MEDICINE AND HYGIENE. 


Jounmag 


institute in 1927 for lack of funds cannot be contemplated, 
provided, of course, that the professor and his staff show 
signs of making good. Although the regulations mention 
teaching among the professor's duties, it is anticipated that, 
for the present at any rate, his whole time will be devoted 
to research, which it is hoped will not be confined to 
purely laboratory studies. ‘The funds available for the 
next four years will make it possible to include in the 
equipment a travelling laboratory for the study of outbreaks 
of disease in any district where they may occur. A motor 
ambulance and a compensation fund could also be provided 
so that certain animals could be transferred to Cambridge for 
more intensive study. It is thought that the application of 
such methods may throw light on many disorders of sheep 
and swine. As the market price of such animals is compara- 
tively small they seldom repay individual attention by the 
veterinary practitioner. They would, however, amply repay 
preventive measures founded on accurate study of the out- 
breaks of diseases to which they are liable. Although the 
professor will be most directly connected with the School of 
Agriculture, the financial control of his institute being in the 
hands of the Special Board for Agriculture and Forestry, Sir 
Clifford Allbutt’s well known advocacy of the joint study of 
human and animal disease will ensure for him the hearty 
co-operation of the Medical School. 


THE CALCUTTA SCHOOL OF TROPICAL MEDICINE 
HYGIENE, 
Tais institution was formally opened in February, 1922, 
although the first classes and research work were com- 
menced about three months earlier; it was not until June, 
1922, that the special hospital with over a hundred beds 
for tropical diseases was in full working order. In the first 
annual report, that for 1922, the Director, Lieut.-Colonel 
J. W. D. Megaw, I.M.S., in addition to giving an interesting 
account of the post-graduate teaching and hospital work, 
summarizes in fifty large printed pages the rescarches of 
the fifteen professors and whole-time research workers in 
charge of different sections of the laboratories ; he gives a 
list containing twenty-five published papers and twenty-five 
submitted for publication: a truly remarkable record for the 
first year’s work. After paying a tribute to the founder, Sir 
‘Leonard Rogers, in which he says that the institution is 
“the most remarkable legacy which has ever been be- 
queathed by a European to India,” the teaching work is 
described: a six mouths’ course is held in the cold weather 
months for the. school diploma; outside examiners are 
appointed, and only 19 out of 28 candidates were passed, 
the standard being very high; a three months’ course 
for a school certificate begins on July 15th, but there 
were 80 applicants, the numbers in each class limited 
to 50, including the D.P.H. candidates, who have a nine 
months’ course, with field demonstrations and additional 
practical teaching in the public health laboratory of Bengal 
within the school buildings. The lectures are illustrated 
by numcrous lantern slides, epidiascope projections, and cine- 
matograph films, while the clinical material isabundant; over 
600 cases of kala-azar, for example, were treated in the hos- 
pital and out-patient department in one year. Every paticnt 
admitted is investigated by the bacteriological, proto- 
zoological, helminthological, serological, and other labora- 
tory departments, the notes being indexed by a whole-time 
registrar, so that any point under investigation can easily be 
analysed at short notice. The Calcutta Medical College 
‘museum contains some 6,000 specimens and several hundred 
coloured drawings; the numbers are being added to daily by 
the whole-time artists and photographers of the college and 
the new school, but it is already a unique collection of tropical 
specimens, and in addition a pictorial collection on the lines 
of the Wellcome Museum of Tropical Diseases is being rapidly 
arranged on the ample wall space of the entrance hall, stairs, 
and laudings. Altogether the tropical school affords unequalled 
advantages for a highly practical post-graduate teaching ia 
tropical medicine and hygiene of the most complete kind. 
The medical staff now numbers thirty-six, including eight 


whole-time professors and three part-time lecturers, ning 
whole-time assistant professors, four medical officers of the 
hospital, seven additional whole-time research workers, threg 
of whom are Indian research scholars in charge of investiga. 
tions, and five assistant research workers; the heads of the 
seven additional research laboratories over and above tlie 
staff of professors are engaged in investigations on kala. 
azar, ankylostomiasis, the dysenteries, leprosy, filariasis, 
beri-beri, and diabetes respectively ; all of them also teach 
in the school in their specialties, while distinguished outside 
medical men are invited to lecture from time to time. Addi. 
tional professors of helminthology and biochemistry will, it 
is expected, be appointed shortly, and money is already in 
the hands of the Endowment Fund for the construction ang 
equipment of a new leprosy institute opposite the school; 
this fund, which also finances the seven research laboratories 
just mentioned, had an income of £8,000 last year and g 
balance at the end of the year, including investments, 
of £45,000; almost the whole has been raised by public 
subscription—a fine testimony to the esteem in which 
the institution is held in India. A particularly valuable 
feature of the research work is the cordial co-operation 
among the staff ; a large proportion of the papers are the 
joint work of two or more departments showing team work 
at its best. This happy result is mainly due to a system 
suggested by the founder of having monthly meetings of 
all the investigators, at which each reports on his previons 
month’s work and his future plans; any difficulties gp. 
countered ‘there receive the attention of the whole staf 
for their elucidation, so that the administrative head cay 
say that he regards himself rather as a “President” thay 
as “ Director” of the school. It is impossible to read this 
report without realizing how much the splendid start thy 
school has made is due to the wise and tactful administration 
of Colonel Megaw, backed up, as he himself points out, bya 
very able and enthusiastic staff. He makes special acknov. 
ledgement of his indebtedness to Major Knowles for his 
splendid work in completing the organization of the labor 
tories and hospital after Colonel Rogers went home on sick 
leave shertly before coming under the age retirement role, 
Sir Leonard Rogers has every reason to be proud of the good 
work of his successors, in the selection of whom he was 
particularly fortunate. How far the work. of the Calcutta 
School will be crippled, if the proposals of the Retrenchment 
‘Committee to scrap no less than twelve out of about thirty 
members of the bacteriological department and to reduce very 
seriously the medical research funds are carried out, it is 
impossible at present to judge. 


CONGRESS OF THE HISTORY OF SCIENCE. 
Tue fifth International Congress of the History of Science 
met in Brussels on April 8th, and the official opening took 
place on Monday afternoon, in the presence of the Kingol 
the Belgians, in the Hall of the Palais des Académies. ‘here 
was a large attendance of delegates and members. ‘he 
History of Medicine formed a subsection, located at the 
Hotel Ravenstein. ‘The attendance of members interosted 
in the subject was disappointing, but some interesting paper 
were read. Among these may be mentioned that by Dr, 
Wickersheimer (Strasbourg) on “ The accusations of poison 
ing directed against Jews and lepers in the fourteenth 
century, and their relation to the plague epidemics.” At 
the time of the Black Death the Jews were accused of spread: 
ing the disease by poisoning the water in the wells 
This statement is to be found in many history books, 
aud in 1348 such an accusation was said to have cosl 
thousands of Jews and lepers their lives. Another interest 
ing paper was communicated by Dr. van Schevenstem 
(Antwerp) on “ Itinerant oculists in the Belgian province 
in the seventeenth and eighteenth centuries.” He reminded 
his hearers that in the Middle Ages ophthalmiatria was tlie 


chosen field of the ignorant practitioner. The study of the 


eye from an anatomical and physiological point of view had 
developed to an appreciable degree during the seventeeuth 
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and eighteenth centuries, but its practical use as applied to 
the treatment of patients had not yet made itself felt. It 
dawned on the itinerant surgeons of the day that human 
sufferings, judiciously exploited, might become a source of 
revenue to them. Printing, which had proved so powerful 
an agent in the dissemination of new theories, would provide 
them with an easy means of introducing themselves favour- 
ably to the uneducated masses. This propaganda was first 
carried on by means of short tracts in which the merits of 
these charlatans were set out in lyrical terms, and at the 
close of the seventeenth century the first medical advertise- 
ments appeared. In the year 1686 an anonymous “ Venetian ” 
extolled in the Courrier véritable des Pays-Bas the virtues of 
his balsam for curing fractures. These first advertisers 
professed to cure cataract, deafness, and the stone, to 
operate for hernia, to sell wonderful cures for all and 
every ill, and to supply false teeth and artificial eyes. 
A paper was read by M. Oscar van Schoor (Antwerp) on 
“The history of the pill.” He said that the pill was one of 
the oldest pharmaceutical preparations, being mentioned by 
Hippocrates, Galen, Pliny, and Celsus. The old authors gave 
little detail with regard to the method of making up the 
pilular mass and its division into doses, Towards the end 
of the seventeenth century references were made to the 
“sionet,” an instrument for dividing the pilular mass into 


- equal parts; this was the precursor of the modern pill- 
machine, first described by “Baumé” in his Eléments de 


Pharmacie. The method of gilding or silvering the pills, or 
by sprinkling them with fragrant powders to help in their 
preservation, was common in the fifteenth century. In 
ancient pharmacy, the pills were kept in a mass and were 
only divided up into doses as required. M. Sevilla of Paris 
contributed a paper on “Some aspects of Greek veterinary 
medicine and the posology of opium and a few active 
‘simples’ inscribed in the therapy of horses affected by 
pulmonary diseases.” He made a critical analysis of the 
therapeutical formulae written by various Greek veterinary 
surgeons of the later period in Greek history, on the pul- 
monary diseases of the horse. He dealt in succession with 
the internal use of opium and henbane, asafoetida, gum 
ammoniacum, turpentine resin, sulphur, and sulphuret of 
arsenic in the treatment of horses suffering from bronchitis, 
pneumonia, pulmonary emphysema, and asthma. These 
agents were known even at an earlier "period and were 
used by those who specialized in the treatment of. sick 
horses. Professor Marc Bloch (Strasbourg) contributed a 
paper on “A confusion of beliefs: Concerning the kings 
of France, Saint Marcoul, and seventh sons as healers of 
scrofula.” He said that three kinds of miracle-workers 
were believed to have the power of curing scrofula 
in France in the old days: kings, one saint (St. Marcoul), 
and seventh sons—that is, the youngest of seven boys, 
without girls intervening. Each of these powers, or sup- 
posed powers, had its origin in a different belief. The 
people soon established a common centre for these thauma- 
turgical powers in spite of their widely different origin. In 
the fourteenth century the kings of France were accustomed 
after their coronation to go and perform their devotions at 
the principal shrine of St. Marcoul, situated at the priory 
of Corbeny in the diocese of Laon, and they came gradually 
to consider this saint as the “intercessor” to whom they 
owed their supernatural gift. Thus saint and king became 
almost inseparable in iconography; and as to seventh sons, 
from the seventeenth century at any rate, a mysterious 
relationship was supposed to exist between them and the 
royal dynasty. These superstitions existed well into the 
middle of the nineteenth century. 


: ACADEMIC DRESS IN SCOTLAND. 
An interesting question has been raised in a report issued 
by the Aberdeen University General Council’s Business Com- 
mittee on the subject of academic gowns and hoods. The 
matter at present affects the M.A. hoods of Aberdeen and 
Edinburgh Universities, but it has an indirect bearing upon 


the academic insignia of all British degrees. It appears that ~ 


the governors of Gordon’s Technical College, Aberdeen, pro- 
posed that holders of a diploma of the School of Art in that 
city should be granted the privilege of wearing a black gown 
with hood of black lined with white silk (the M.A. hood of 
Aberdeen and Edinburgh, and incidentally also of Cambridge). 
A subcommittee appointed by the Aberdeen University 
Council has gone fully into the matter and consulted the 
Universities of Oxford, Cambridge, and London as to any 
precedent for such assumption of academic dress by non- 
academic bodies. It appears that certain institutions, which 
are not universities, are entitled by charter or otherwise to 
adopt academic dress—for example, the College of Organists 
and the Royal College of Science. It is stated that the 
origin of academic robes is to be found in the early connexion 
between the Universities and the Church of the Middle Ages. 
While the unauthorized use of naval and military uniform is 
forbidden by special enactment, no such legislation exists 
with regard to academic or ecclesiastical dress. . Tailors, it is 
said, have been largely the arbiters of style in this matter, 
and following their own fancy, or the fancies of their cus- 
tomers, they have throughout the centuries been constantly 
modifying the dress. A good example of this is found, the 
report states, in our own day at Aberdeen. The undergraduate 
gown worn by men was fixed by the Senatus Academicus in 
1860 on the fusion of King’s and Marischal Colleges; but 
when women were admitted to the university certain changes 
were made in the gown as adopted by women, consisting in 
lapels, purple epaulettes, and a red tassel on the trencher. 
This departure, according to the report, was entirely an idea 
of the robe-makers or of the first woman undergraduate who 
ordered a gown. The committee thinks it doubtful whether 
the universities have any legal redress in the matter, seeing 
that the various designs of hoods are not copyright, and have 
not been registered under the Trade Marks Act; but it is 
suggested that some joint action should be taken by the 
various universities in the matter. The subject, while of 
considerable practical importance, has its amusing side. If by 
a play upon words a school of art confers on holders of its 
diploma the gown and hood of Masters of Arts, there would 
appear to be possible justification for a pharmacist, for 
example, dispensing medicines habited in medical gown 
and hood. 


A SPECIAL COURSE OF MEDICAL HYDROLOGY. 
As briefly announced in our columns last week (p. 703), a 
course of lectures on medical hydrology for medical practi- 
tioners and senior students, supplemented by demonstrations 
in London and by clinical instruction at Harrogate, has been 
arranged by the University of London Extension Board in 
co-operation with a joint committee of the International 
Society of Medical Hydrology and the Balneological Section 
of the Royal Society of Medicine. The course will begin on 
Tuesday, May 29th, and end on Saturday, June 2nd. The 
University of London will grant a certificate of attendance 
to those who have attended the whole course, taking both 
theoretical and practical work. Unless otherwise stated, the 
following lectures will be delivered at the University of 
London, South Kensington. On the morning of May 29th Dr. 
Leonard Hill will lecture on the physiology of cold, light, and 
heat, and Dr. R. Fortescue Fox on the qualities and actions of 
medicinal waters. On the afternoon of the same day there 
will be a demonstration of different forms of baths in the 
Hydrological Department, Special Surgical Hospital, Ducane 
Road, Shepherd’s Bush, by Mr. H. S. Souttar, Dr. J. Campbell 
McClure, and Dr. Arthur 8. Herbert. On May 30th Dr. R, 
Fortescue Fox will lecture on the action and uses of baths, 
Dr. Wilfrid Edgecombe on the treatment of cardio-vascular 
affections by waters and baths, and Dr. Charles W. Buckley 
on the hydrological treatment of rheumatism, gout, infective 
arthritis, and. fibrositis. On the same day Dr. Leonard Hill 
will give demonstrations at the National Institute for Medical 
Research, Hampstead, on the recording kata-thermometer and 
other methods of controlling open-air treatment, on methods 
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of investigating the local action of baths, and on the wind 
tunnel and moving platform for studying the effect of the 
cooling power of air during exercise. On May 3lst Dr. 
R. Fortescue Fox will lecture on the applications of hydrology 
to incipient and chronic disease, and Dr. Rupert Waterhouse 
on the treatment of nervous disorders by waters and baths. 


“A study tour to Harrogate will begin on May 31st, when 


members of the course will leave by train from King’s 
Cross at 1.40 p.m.; hospitality will be provided by the 
medical practitioners of Harrogate. On the evening of 
arrival a dinner and conference will be held. Next day 
an address will be given by Dr. J. Campbell McClure 
and a paper on the Harrogate waters will be read by Dr. 
David Brown. Demonstrations and short lectures on various 
bath procedures will be given at the Royal Baths by Dr. 


Geoffrey Holmes, Dr. Kerr Pringle, Dr. William Bain, Dr. 
There will also be a clinical’ 


E. Solly, and Dr. J. Liddell. 
demonstration of cases at the Royal Bath Ilospital, and a 
demonstration at the pathologcal laboratory by Dr. Sinclair 
Miller and Dr. F. B. Smith. The members of the course will 
return to London on Saturday, June 2nd. Applications to 
join the course should be made, and the fee of three guineas 
paid before May 21st, to Dr. W. Edgecombe, University 
Extension Department, University of London, Imperial 
Institute Road, South Kensington, S.W.7. 


SIR HENRY GRAY. 

Tar profession in the North of Scotland and, indeed, through- 
cut Great Britain will receive with very mixed feelings the 
announcement that Sir Henry M. W. Gray, K.B.E., C.B., 
surgeon to the Aberdeen Royal Infirmary, has accepted the 
appointment of chief of the surgical staff of the Royal 
Victoria Hospital, Montreal. On the one hand they will 
congratulate Canada on having obtained his services, and 
‘Sir Henry Gray himself on the wide scope which the great 
McGill Medical School and the splendidly appointed Victoria 
Hospital will offer him; but on the otber they will regret that 
Scotland and Aberdeen should lose a teacher of such well 
deserved popularity and a surgeon of so much originality and 
skill. He was for several years consulting surgeon with the 
British armies in France, and was afterwards one of the 
surgeons who most actively seconded tlie work of Sir Robert 
Jones as Inspector of Military Orthopaedics during and after 
the war. In both capacities he added many more to the host 
of friends he had already won. : 


THE CASSEL HOSPITAL FOR FUNCTIONAL 
NERVOUS DISORDERS. 
Tae Hospital for Functional Nervous Diseases, founded and 


endowed by the late Sir Ernest Cassel, two years ago began’ 


to receive patients suffering from the affections commonly, if 
not academically, spoken of as neurasthenia, nervous break- 
down, and nervous prostration, who belong to the educated 
classes but are unable to pay the charges of nursing homes. 
Roth the site of the hospital—Swaylands, near Penshurst in 
Kent—and the arrangements are admirably suited for this 
purpose, and the medical director, Dr. T. A. Ross, has an 
expert knowledge of the mental disorders of the patients 
who are treated in these attractive surroundings. The 
first medical report, just issued, shows that there are in 
addition two medical officers, one of whom is a woman, 
and tht the resident secretary, Major H. B. T. Hume, is inde- 
fatigable in providing amusements and distractions, such as 
dancing, corcerts, plays, and outdoor games, for the patients. 
The period under review is from May 23rd to December 
3lst, 1921, and deals with 144 admissions and 109 dis- 
charges, 20 of the latter being unsuitable for treatment at 
Swaylands, either because they had organic disease or because 
their mental disorder was of too pronounced a character to 


‘be dealt with in'the hospital. At first sight the date of the 


subject-matter of the report may seem rather remote. The 
reason is that it was considered impossible to make an esti- 
mate of the results of the treatment nntil the patient had left 


the hospital, and had been submitted to the strain of ordinary 
life for at least six months. Of the 75 patients whose subse. 
quent condition has been ascertained 26 consider that they 
are quite well, and 23 report that they are very much im. 
proved; of the latter some were in the hospital for a short 
time only, and it should be noted that although patients 
occasionally lose all their symptoms in a few weeks, such 
recovery is apt not to be permanent, and in most instances g 
residence of two months is advisable.. The report containg 
interesting analyses of the individual cases; among the nino. 
teen patients who did not derive any benefit from the treat. 
ment, five came with the idea that one month was all that 
was necessary to obtain a cure, and did not remain more thay 
five weeks, and six others were after a time found to be 
unsuitable and were discharged. 


THE ROYAL MEDICAL BENEVOLENT FUND. 
Tae annual meeting of the Royal Medical Benevolent Fun 
will be held at the Royal College of Physicians, London, cy 
Monday, May 7th, at 4 p.m. The meeting will be addvesseq 
by Sir Thomas Barlow, President of the Fund, the Arch. 
bishop of Canterbury, Lord Sumner, and Sir Humphry 
Rolleston, President of the Royal College of Physicians. ‘Tig 
number of new applications for help received by the Fund 
increases year by year, and in 1922 was nearly double that in 
the previous year. 
rule not to refuse any application from an eligible applicant 
whose income is less than £80 a year. Owing to the increased 
number of applicants and the larger grants made necessary 
by the fel} in the value of money, the Fund incurred a deficit 
of £1,754 last year, and if it is to continue its work increased 
support in the form of annual subscriptions is urgently 
needed. The maximum grant to any case in any year is £2$, 
The cases, as those who read the reports in our columns from 
time to time know, are often most pitiable, and the limited 
amount the Fund has at its command is something ofa 
reproach to the profession. 
THE EDINBURGH CONGRESS. 

Tue fourth British Congress of Obstetrics and Gynaecology, 
held in Edinburgh at the end of last week, was well attended 
and highly successful. The whole of the two sessions on the 
first day. was occupied by a very spirited discussion 1 
intrinsic dysmenorrhoea, which is reported elsewhere in this 
issue. The second day was given up to the reading of shor 
papers and the exhibition of specimens; we hope to publish 
next week an account of these proceedings. On Saturday 
moruing operations were witnessed at the three gynaecological 
wards of the Edinburgh Royal Infirmary, and in the afternoon 
the members relaxed the bow by playing golf or making shot 
motor excursions to the beautiful surroundings of Edinburgh, 
The next congress is to be held in London in 1925 at the 
invitation of the Obstetric‘and Gynaecological Section of the 
Royal Society of Medicine. The chief subject of discussion 
on that occasion will be the cause and prevention of death 


from puerperal septicaemia. 


Tae annual dinner of the Indian Medical Service will be held 
at the Trocadero on Wednesday, June 20th. Tickets and all 
particulars may be obtained from the joint honorary secretars, 
Colonel J. J. Pratt, I.M.S.(ret.), 63, Addison Road, Kensingtou, 


W.14. 


E Oliver-Shar lectures wiil be delivered before the 
Repel College of Peddie of London by Dr. H. H. Dale, 
F.R.S., on Tuesday, May Ist, and Thursday, May 3rd, at 
5 o'clock on each day. The subject is the activity of the 
capillary blood vessels and its relation to certain forms 0! 


toxaemia. 


PrRoressor G. H. F. NUTTALL, M.D., and Sir W. J. PO 
have been appointed to represent the University of Can 
bridge at the ceremonies connected with the contenst? 
the birth of- Pasteur which will be held at Paris and , 


Strasbourg in May. 
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SOME CLINICAL RESULTS OF THE 
USE OF INSULIN. 


A REPORT TO THE MEDICAL RESEARCH COUNCIL. 


Last week (April 21st) a brief statement was published in 
the Bairish Mepicat Jouanat (p. 695) of the conditions 
under which insulin could now be purchased for use in Great 
Britain; and at the same time reference was made to an 
earlier paper in the BrrrisH Mepicat Jougnat (January 6th, 
1323, p. 8) in which the original Canadian workers had 
given an account of their clinical experience in the insulin 
treatment of about: fifty cases of diabetes mellitus. The 
present statement is only a general summary of the clinical 
experience of workers in certain hospitals in England and 
Scotland who have already had the advantage of using 
insulin prepared, under the directions of the Medical 
Research Council, in the laboratories of the medical schools 
attached to each hospital. ‘ 
Latterly.samples of insulin prepared by commercial firms 
have also been used for these clinical investigations, and the 
results have been found to be identical with’ those obtained 
with the products of the various research laboratories. The 
clinical workers have nowhere attempted the quick treatment 
of a large number of diabetics, At each hospital they have 
tended rather to select two or three severe cases of this 
disease and to study very closely the influence of insulin upon 
the patients week by week, following out the changes in 
blood sugar, in respiratory. exchange, and in general meta- 
bolism, all in great detail with reference to a dietary con- 
trolled by precise measurement. The ultimate results of 
these investigations may throw light upon the metabolic 


derangements underlying the phenomena of diabetes, and” 
individual papers relating to this work at the various research 


centres will doubtless appear in course of time. But other 
physicians wishing to begin the treatment of patients with 
the insulin that is now available from commercial sources 


may find some help in an account that presents the general. 


experiences of those who have hitherto been using the product 
in this country. 


_ Nature or Tests anp Genera Resvtts. 

Insulin has been used clinically at eight different hospitals 
for a period of study of about three months at each. The 
total number of diabetics treated has been small, less than 
fifty, and it included only seven examples of coma. Except 
in the cases of coma the patients have all shown admirable 
improvement just as was described by the Canadian workers. 
The blood sugar falls rapidly as the temporary result of each 
injection, and sugar may be prevented from appearing in the 
urjne even on a diet so generous as to be three or fcur fold as 
great as that which the patient could previously tolerate. 
There is a steady increase of weight together with a sense of 
greater warmth and energy. ‘The phenomena usually ascribed 
to deficient metabolism of fats are especially influenced. 
Acetone vanishes from the breath and aceto-acetie acid from 
the urine; lipaemia disappears; acidosis and dyspnoea are at 

t is, however, necessary to insist, by way of caution, that 
these immediately satisfactory been obtained 
only with insulin, Some other commercial extracts of the 
pancreas that may at present.be bought in the market, for 
hypodermic or other forms of administration, were tested 
and found to be totally inert in respect of any power to 
produce the least fall of blood sugar, even in a rabbit. 

No substitute has yet been found for the hypodermic 
method of giving insulin. The injections have to be repeated 
at least once each day. They can control all the ordinary 
phenomena of diabetes, but the effect of each injection is only 
transient. As yet there is no satisfactory evidence—time has 
hardly allowed of that—to show that diabetes in its most 
serious forms can be completely cured by insulin, It may be 
that the great majority of severe cases cannot hope for more 
than prolongation of life, with greater strength and ampler 
mere but only at the cost of continuous treatment with 

in, 


INSULIN AND ITS ADMINISTRATION. 
The insulin is procured by alcoholic extraction of pancreas 


from the abattoirs, By a complicated alcoholic fractionation, 


and other processes of fractional precipitation, the active con- 


stituent is obtained in a state of relative purity, and is put up 
in sterilé watery solution with a trace of antiseptic added. 
Ampoules‘of solution should be kept in the cold wherever 
possible. The injection should be made with a fine needle, 
preferably under the skin of the upper arm. A slight tingling 
or discomfort may be caused for a few minutes, but no pro- 
longed effects of local irritation or reaction have occurred, aud 
the same place may be used again and again for injections. 

The unit dose is not measured by reference to the weight 
of substance taken into solution, but by determining the 
volume of final solution required to reduce the blood sugar of 
a 2-kilo rabbit under standard conditions to about 0.04 per 
cent., at which level convulsions appear. Three units, as at 
present defined, produce this effect in a rabbit; or the units 
may be calculated by observations on mice under similar 
standard conditions. The average single dose for an adult 
patient is 10 new style units, byt the administration should 
always be guided by thought in units rather than in the 
so-called doses. 

Io a healthy subject, starved previously for fifteen hours 
and remaining without food, 30 units will cause a fall of 
blood sugar commencing in less than half an hour and progres- 
sing for about three hours. The fall may be from the normal 
level of about 0.12 per cent. or 0.1 per cent, down to 0.06 pér 
cent., near which level definite and serious features of sugar 
deficiency are likely to appear. A larger dose of insulin is 
required to produce this critical fall in the healthy human 
being, where the liver is full of stored glycogen, than in au 
emaciated diabetic. In the latter a rapid fall in blood sugar 
and the development of hypoglycaemic features do occur 
much more readily. The similarly produced insulin hypo- 
glycaemia in a rabbit is attended by convulsions, coma, and 
muscular flagcidity. The rabbit remains apparently mori- 
bund, and without treatment may die in an hour or two; but 
the intravenous injection of glucose solution at this stage 
will in a couple of minutes restore an unconscious and con- 
vulsed animal into an apparently normal creature that will 
probably begin at once to nibble food again. Subcutaneous 
injection of glucoso solution is equally effective, though ten 
or fifteen minutes are then needed for recovery. The parallel 


_phenomena of insulin hypoglycaemia in the human patient 


are described later. They can be checked at once by: the 
administration of glucose, but vheir occurrence should be 
avoided altogether by carefully attending to the time when 
insulin is given in relationship to food, 


ADMINISTRATION IN Retatron To Foon. 
Insulin should never be given during periods of abstinence 
from food. Glucose reaches the blood very soon after a meal, 


‘and continues to do so for two or four hours; varying with 


the nature of the meal, whether carbohydrate or protein. 
The effect of insulin lasts for a period up to eight hours, but 
there is little danger of serious features developing after the 
fifth hour. Therefore each injection should be followed by 
a meal in about a quarter of an hour, and fresh food should 
be given every three or four hours subsequently until the 
insulin effect has passed beyond such activity as might reduce 


‘the blood sugar to a seriously low level. It is obviously safer 


to give two small doses at fully spaced intervals rather than 
one large dose daily, and a large dose should never be given 
in the evening, for serious changes might arise unnoticed 
during the time of sleep and abstinence from food. One 
worker found that one unit of insulin could provide for the 
efficient consumption of 2 grams carbohydrate taken as such 
in the food of a completely diabetic patient. Protein food 
contains nearly half its weight of potential carbohydrate, so 
that the same dose of insulin should provide for at least 
4 grams of protein. But the carbohydrate from protein 
enters the blood much more slowly than does that of carbo- 
hydrate food taken directly as such. Moreover, diabetic 
patients vary greatly in the amount of insulin required to 
cover the food taken, while even the individual patient may 
vary from time to time in his needs, It is therefore impossible 
at present to state the doses of insulin needed in respect of 
any scale of diet. Each patient must be tried separately 
with regard to his own individual requirement, and the 
dosage subsequently watched for possible changes in the 
amount needed. 


Curicat Features oF HypoctycarmMic CoLnapse. . 
The results: of au excessive dosage.of insulin. were rarely 
seen. At two of the centres there was no experience at all 
of them. Other workers saw them to a moderate degree, 
particularly in cases where diabetic patients were givcu 
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‘onset of collapse can .be treated by cane sugar. 
‘not essential except for intravenous injection. 


insulin during periods of starvation for the purpose of 
studying its influence on the standa:d metabolism. 

The reaction, whiich usually appeared three or four hours 
after insulin injection, commenced often with a sense of 
weakness, sometimes associated with free perspiration, 
Faintness, dizziness, and mistiness of vision were added to 
this; and the patient might either feel drowsy, as though 
going quietly under an anaesthetic, or show intense anxiety 
from the sense of rapidly advancing and overwhelming 
weakness. The nervous reflexes were simply depressed but 
not otherwise changed. The blood sugar was then usually 
down to 0.06 or 0.05 per cent. Prompt recovery in ten 
or fifteen minutes was easily obtained by giving glucose 
from 10 to 20 grams, or about 1/2 oz. drunk in 3 or 4 oz. 
of water. Cases that through lack of proper vigilance might 


have been allowed to pass into unconsciousness would 


require subcutaneous or intravenous injections of glucose 
solution (5 per cent. in normal saline). Milder cases at the 
Glucose is 


No fatalities from this cause have been observed in Great 
Britain, and the expetience of the first three months would 
suggest that the danger from it is slight. That happy result 
is, however, not to be taken as evidence that the danger is 
negligible but rather to be ascribed to the close attention that 
was given daily to these patients and to the repeated measure- 
ments of their b!ocd sugar curves. Unnoticed changes in the 


ugar variation of a diabetic might easily occasion a serious 


insulin collapse; or the reaction might follow from some 
quite trivial chance, such as a patient for some reason or 
other leaving uneatcn the meal that was ordered to follow an 
injection of insulin. ; Pe 

An instance that did occur in one hospital ward recently 
may be quoted in full, since it illustrates emphatically the 
great need of care in using this new and powerful method of 
treatment. 


Case A.—A man, aged 62, who had suffered from diibetes mellitus 
for seven years. He was greatly emaciated. He had ataxia of the 
legs, the knee-jerks were absent ; he presented Romberg’s signs 
and optic neuritis. The Wassermann reaction was negative. 
There was no evidence of cerebral tumour. During nine days 
after admission the patient was kept on 53 grams of fat, 84 grams 
of protein, and 107 grams of carbohydrate, in order that his ketosis’ 
might improve. This it rapidly did. He retained on the average 
about 59 grams of carbohydrate, the urine sugar averaging between 
50 and 60 grams per diem. . i 


> April 4th. The fasting blood sugar was 0.33 per cent. The 
administration of insulin began, 10 units being given three times 
aday. Diet consisted of 108 grams-carbohydrate, 85 grams protein 
and £4 gram of fat. The urine on this date became free of sugar. - 
April 5th. Thirty units of insulin. At 3 p.m. patient says he 
has been perspiring since 2 p.m., especially noticeable on the 
head. He feels rather sick and irritable, but seems quite well. 
April 6th: Yesterday’s urine was free from sugar and acetone. 
Usual dose insulin 10 units given at 6a.m. Patient feels we'l 
this morning, but is even more hungry than usual. Feels quite 
well but rather tired. 1lp.m.: 10 units insulin given. sual 
dinner. 2.30p.m.: The patient got up to shave and wash. He 
returned to bed about 3 p.m., and felt a glow going all 
over him and he began to perspire, felt slightly sick and 
very irritable. At 3.30 p.m. be had a short sleep—lie said he 
had a feeling of apprehension. 3.45 p.m.: The patient awoke 
in a violent rage, swearing and shouting at another patient 
in the room for no apparent reason. He was perspiring 
—T. Eyes staring. Speech very thick. No twitching. 
ulse feeb'e but not rapid. Whisky 1 oz. in 180 c.cm. hot 
water given. Patient drank this easily and said he felt better 
though he began to feel shivery. Face looked very congested and 
veins on temples were very prominent. Pulse improved after the 
stimulant but patient gradually became more helpless and said he 
felt ‘‘drunk.’’ Saliva dribbling. 4.10 p.m.: The patient cannot 
hold his head straight (falls to right side), great difficulty in 
swallowing, the tea coming down his nose. He ate half an egg 
and a .ittle tea (usual dose of insulin not given). At 4.15 p.m. 
he was much paler, skin still very moist and cold; cinnot sp<ak 
at all. Unable toswallow. 5.15 p.m.: Patient quite uncon:cious; 
incontinence of urine. Blood taken for sugar =0.09 per cent. Moan- 
ing continually, with occasional very loud groans (almost a roar). 
Cannot swallow glucose prepared. 6 p.m.: Intravenous injection 
of glucose, 45 grams in 450 c.cm. normal saline solution. 6.5 p.m.: 
Groaning wapees. and patient opened his eyes and became very 
restless. 6.10 p.m.: Consciousness regained; dribbling of saliva 
stopped. Patient began to speak, saying that his throat was sore 
and he felt very cold. Glucose, 25 grams in 240 c.cm. water, . 
and lime-juice given by mouth and swallowed easily. 7 p.m.: 


‘Patient sitting up in bed, feeling well and hnngry and much 


warmer. He remembcrs nothing from.the. time when his tea | 
was brought in at 4 p.m. until 6.30 p.m. He remembers the 
onset of the attack very distinctly, and says he knows he lost all: 
control and was shouting and swearing when the attack’ came on.. 
He says the ‘irritability seemed to “come over him in ‘waves,’ ' 


leaving him with a feeling of nausea. 7.15 p.m. i 
supper—egg, cauliflower 100 grams, oatcake 
15 grams, 2 cups of coffee, cream 60 c.cm. 
April 7th. Patient feeling very much better. On previous da 
the urine contained 6 grams sugar, although 154 grams carbe, 
apes, 74 grams protein, and 108 grams fat bed been taken in hij 
Since April 8th only small traces of sugar have appear 
uring, in spite of the diet consisting of between 1 to BD 1 See 
carbohydrate, 78 grams protein, and 150 fat. There has been « 
steady improvement, blood sugar remaining at about 0.150 percent,, 
but on a number of occasions there have been signs of hypoglyc. 
aemia. These usually occurred in the late afternoon. Theamounts 
of insulin vary between 20 and 30 units per day. It is apparent in 
this’case that symptoms due to nyperivecsntie occurred very readily 
ca = severe attack the blood sugar had only decreased ig 
.09 per cent. 


If insulin be given to patients in such amounts as to keep 
the urine free from sugar the dosage must be frequent! 
checked by blood sugar determinations. And for all casey 
under insulin treatment glucose or cane sugar must be kept 
ready at hand, so that a small quantity may be given to 
the patient as soon as any premonitory symptoms of hypo. 
glycaemia are noticed. ' 


Fi SELECTION OF PATIENTS FoR TREATMENT. 
_ The instructions drawn up by the Committee advising the 
Ministry of Health upon the use of insulin require that there 
shall be no luxury use cf this product until supplies ate 
abundant. Mild cases of glycosuria or diabetes are therefore 
excluded, and with these would automaticallg be classe 
those cases (renal glycosuria) where sugar is present in the 
urine for tliree or four hours after food, owing to excessiyg 
permeability of the kidney, though the blood sugar is not 
raised above the normal percentage, and the patient remaing 
otherwise in good health. It is obvious that whenever insulin 
becomes available for the treatment of mild cases, great care 
will need to be exercised in the exclusion of such cases of 
renal glycosuria from insulin administration since they wou'd 
be likely to show early and dangerous hypoglycaemic collapse, 
All ordinary diabetics should, in the first place, be put ca 
a restricted diet with some periods of starvation—as, fr 
example, by the Allen or Graham procedure—and their treit- 
ment continued simply in this way on the lires established 
by workers in the years immediately preceding the intro. 
duction of insulin. If the diabetes is not of long standing ard 
the patient not greatly wasted, this treatment would probaby 
suffice, or might need only slight assistance later with insul n, 
But if the disease is of jong duration, with proved excess of 
blood’sugar, and the patient fails after starvation to to'erate 
any diet of less value than about 1,000 calories in tye twenty. 
four hours, so that strength and weight continue to fail 
seriously, then insulin should be given systematically. 
The cases hitherto treated at the research centres have all 
been of this severe type. The reasons for this choice were 
two: In the first place, the supply of insulin made at each 
hospital laboratory was small, and it was naturally reserved 
‘for those patients who were so seriously ill that without the 
aid of the new treatment they could not have been expected 
to live many months longer. Secondly, these serious cases, 
‘in whom failure of ordinary treatment by dieting over a iong 
period had proved the almost complete decay of the patients 
natural mechanism for the proper metabolism of carbo 
hydrates and fats, gave an opportunity for demonstrating 
clearly and at once in each individual case the powerful effect 
of insulin against the background of complete diabetes. Mild 
or acute cases of diabetes often recover so well during tle 


first course of dietetic treatment without any aid from insulin 


that it would have been necessary to study a considerable 
number of them in order to demonstrate convincingly the 
effect of insulin. 

The method of controlling the diet varied in the different 
centres, and it is needless to discuss the details of this, 
because every physician has developed in the course of bis 
experience in the treatment of diabetics his own individual 
rules for the construction of a dietary; and there was only 
one instance, to which reference is made later (Case. E), 
suggesting that a special a of the proportions of 
foodstuffs may be combined with the action of insulin in such 
a way as to lead to a sustained improvement in the patient's 


own tolerance of carbohydrate. The general experience was} 


that insulin acted simply as a temporary instrument to enable 
a diabetic to eat-a certain amount more of food than he could 
previously tolerate without the appearance of sugar or acetone 
‘bodies in the urine and without a rise in his blood suget 
‘Eazh dose of: insulin, thérefore, enabled him to get 
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evergy out of the food and to increase the reserve stored 
np in his tissues as evidenced by increase of weight. Only 
a progressive increase of weight over ‘several weeks was 
accepted as proof of tissue increase, for there was reason 
to believe that part of the increase of weight was due simply 
to increased retention of water in the wor 

The following cases are quoted, briefly, to illustrate the 
doses of insulin needed in severe cases: 


Case B.—Woman, 56 years old, with steadily progressive and 
very severe diabetes. During the last eighteen months she had 
repeatedly undergone dietetic treatment in hospital, at first wilh 
immediate success, but ultimately tolerance could not be estab- 
lished on any diet sufficient to maintain life. 

After five days’ continued starvation, the urine became sugar- 
free. The subsequent tolerance was of a diet of only 190 calories 
in twenty-four hours. 

By the administration of 60 units of insulin each day she was 
evabled to tolerate 1,350 calories daily, with 80 grams carbohydrate, 
and her weight was raised in ten weeks from 5st. 101b. to 7st. 
During the day the urine was sugar-free and contained no acetone 
bodies on this diet; but each morning the blood sugar was over 
0.4 per cent., and the urine contained sugar and a trace of ketone 

. from the failure of ber own unaided metabolic processes during 
the night. : 

Case C.—Man, aged 18, with seyere diabetes for three years. On 

a diet of €00 calories, containing 20 grams carbohydrate, he 
-excreted 30 grams of sugar daily. With insulin, about 12 units 
daily, he could tolerate a diet of 1,400 calories daily, containing 
48 grams carbohydrate, the urine being sugar-free and the biood 
sugar below 0.2 per cent. His weight and strength have steadily 
increased. 

Case D.—A very severe case, who had been kept just alive for the 
two months preceding insulin treatment on a diet of 600 to 800 
calories daily. On this he was excreting large amounts of sugar 
and ketone bodies, and seemed unlikely to survive many weeks. 
Insulin twice daily enabled such increase of diet to be made that 
there was a gain of weight of 15 Ib. in the first fortnight. He was 

eventually raised to 2,500 calories with 70 grams carbohydrate, 
upon which, with slight glycosuria, he was able to return to 
work while continuing insulin injections twice daily. 


The doses in severe cases may be from 10 to 20 or even 
39 units twice a day, ora smaller amount divided between 
three doses. Patients with so grave a form of the disease 
plainly ought to be treated at first in special institutions, 
where the dict can be closely controlled and the blood sugar 
frequently determined. If, after treatment has commenced, 
only one measurement of the blood sugar is made occasion- 
ally, it should be from a sample taken at the same time daily 
aud three hours after the injection of insulin and the con- 
sumption of a meal directly related to that injection. With 
such precautions it may be possible to give enough insulin to 
keep the urine entirely sugar-free, and that condition would 
seem to be the ideal aim when hopes of ultimate cure or 
rcal amelioration are entertained. The essential principle in 
the treatment of diabetics by diet control alone has been 
generally recognized to be the avoidance of hyperglycaemia 
and glycosuria, so that the intrinsic powers a carbohydrate 
metabolism may be slowly regained in the long period of 
comparative rest from overstrain. Insulin ought to aid 
this rest period. But if insulin-is given in such amounts 
as to prevent the appearance of sugar in the urine, there are 
no means of estimating the full effect of the dose except by 
watching the blood sugar. If the latter cannot be done 
sufficiently often it is probably safer to avoid the danger of 
hypoglycaemic collapse from too much insulin by reducing 
the dose to such a level as will just allow the patients a 
slight glycosuria as a safety gauge. In such conditions the 
patient will put on weight and recover strength, though on 
& road that may not be the quickest way to cure. 

.. Real improvement was reported in one case, and here tlie 
Poysician believed that the good result had been attained by 

e exclusion of all carbohydrate as such from the increased 
diet under insulin. This method was not tried by the other 
workers, who had all allowed some carbohydrate food to 
their patients, 


_ Case E.—A man with severe diabetes, which had not yielded to 
rigid dietetic treatment some weeks previously in hospital. On 
1,360 calories, with 16 grams carbohydrate, he passed from 25 to 
3% _— of sugar daily. The blood sugar at 9 a.m, was 0.24 per 

He was given insulin, 12 units, each day at 9 a.m. with a meal 
the first meal being at 6a.m. The 9a.m. blood sugar gradually 
fell to 0.15 per cent. It was then found that three hours after 


‘latter that failure need be admitted. 


‘disease, with arterio-sclerosis, and slight diabetes. 


risen to ‘2.7 per cent. 


12 units of insulin the blood sugar had fallen to 0.055 per cent. The 
daily dose of insulin,was consequently reduced to a lower level at 
8 units daily. There was no glycosuria for three weeks and only a 
small amount of ketone bodies persisted. Poke 

Subsequently the insulin.was reduced to 4 units daily, upon 
which a diet of 2,000 calories, consisting chiefly of protein and fat 
with carbohydrate as vegetabies, is tolerated without glycosuria 

. and witha blood sugar of 0.11 to 0.13 per cent. 


It is obvious that if this dietetic method is proved to be 
generally applicable there will be a great economy in the use 
of insulin as well as a better hope of rea! cure. * It is a most 
expensive method of feeding a patient wlien carbohydrate is 
given under the protection of insulin, the latter costing at 
present nearly 3s. for the control of 30 grams or one ounce of 

‘carbohydrate food when eaten by a patient with complete 
Tue TREATMENT OF Coma. © 

Only 7 cases have been treated at the various centres, and 

they appear to fall into two clinical groups. 


4 Coma in Diabetes. 

First come three cases of coma in diabetes, developing 
as. the result of surgical operations in not very severe 
diabetics. In all these the blood sugar during tie coma 
was very high, from 0.7 to 0.8 per cent.; ole tease and 
dyspnoea were not conspi@uous clinical features, though 
unfortunately this was not checked by measurements of the 
alveolar carbonic dioxide or of the alkaline reserve of the 
blood; there was but little acetone in the breath and not 
much aceto-acetic acid in the urine. The cases were there- 
fore of coma with great hyperglycaemia, but not with severe 
ketosis. No improvement was obtained with insulin, though 
only in one case was the substance given in sufficient amount 
to reduce the blood sugar, and it is therefore only in the 
The other two instances 
should be discarded: in one of them insulin was injected too 
late when the circulation had practically failed, and in the 
other the blood sugar of 0.78 per cent. was virtually unaffected 
by 30 units of insulin. 


Case F.—A woman of 70, with gall stones bat no-obvious liver 
She passed 
into coma directly after an operation in which the gall stones were 
removed. After five hours of coma the blood sugar was 0.79 per 
cent. Dyspnoea moderate, with faint odour of acetone in the 
breath and only a slight ferric chloride reaction in the urine. No 
extensor response or other neurological physical signs. 

Insulin was given subcutaneously in repeated doses of 30 or more 
units. Five hours later, after a totai of 105 units had been given, 
the blood sugar was 0.4 per cent. Saline solution had also been 
given freely. There was absolutely no clinical improvement, and 
the patient died ten hours later. Post-mortem examination was 
refused. Clinically the condition appeared to be that of simple 
coma, though other possibilities cannot be rigidly excluded. 


Ordinary Diabelic Coma, : 
The second group of cases, four in number, was that of 
ordinary diabetic coma not related to surgical operation, 


_and showing a much lower blood sugar, 0.3 to 0.4 per ceut., 


but greater air hunger, with depression. of the alveolar CO, 
and with an abuudance of ketone bodies in the urine. 
Further observations are needed before the contrast suggested 
between the two groups, of surgical coma in diabetes and 
of ordinary diabetic coma respectively, can be established. 
But it is obvious that the patients in the second group 
showed: ketosis rathee than hyperglycaemia, and in this 
group three out of four were improved in a very striking 
way by insulin. 


Case G.—A man was admitted to hospital on the verge of diabetic 
coma, being just conscious, and with extreme air hunger as showa 
by the big respiratory m.vements of his abJomen and chest. The 
blood sugar was 0.33 p2r cent., a figure often seen in ordinary 
diabetics while in fair health; but the a!veolar CO, was 1.1 per 
cent., a reading so low that in the experience of the physician in 
charge of the case always meant death within about twelve 
hours, for he had never seen recovery in any patient with alveolar 
CQz lower than 1.8 per cent, 

Insulin, 18 units, was given; and abundance of water (15 oz. 
hourly), together with sodium bicarbonate 2 drachms by the mouth 
every two hours for three doses. In two hours the patient began 
to feel better, and his air hunger was lessening at the third hour. 
At six-hours the blood sugar was 0.11 per cent. and the alveolar CO, 
The patient recovered and now has a 
morning blood sugar of 0.15 per cent. on 12 anits daily of insulin, 
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and a diet of 53 grams protein, 105 grams fat, and 16 grams carbo 
hydrate in vegetables, There has been no glycosuria for three 
weeks. 

Case H.—A boy admitted in diabetic coma, with air hunger and 
low bicarbonate reserve in the blood. Insulin given, but no sugar. 
Death. 

Case I.—A young woman of 25, in coma, with air hunger, acidosis, 
and blood sugar of 0.4 per cent, She was given insulin sub- 
eutaneously, 10 units every three hours; at the same time fluid was 
given freely and glucose solution both intravenously and sub- 
cutaneously. The blood sugar was thereby raised to the very high 
figure of 1 per cent. The patient recovered. 


‘The last case (Case I) raises a paradox for discussion. 
8 is sometimes given together with insulin in cases of 
diabetic coma, with the intention of preventing the comatose 
state from being further aggravated by hy “Pigeon 
collapse. Now it appears from the cases quoted that coma 
may arise when the blood sugar is not unusually high, and 
also that the patient may emerge from coma though the 
blood sugar has been raised by added glucose to 1 per cent. 
On the other hand, a case (Case F) of post-surgical coma with 
high blood sugar was not improved, though the blood sugar 
was reduced to 0.4 per cent. by insulin. The percentage of 
blood sugar, therefore, appears to bear no direct relation to 
the state of diabetic coma. ie. 

It is, however, impossible to neglect a comparison between the 
states of diabetic coma and hypoglycaemic collapse, the latter 


Medical Notes in Parliament. 


[From CoRRESPONDENT,] 


The Budget Debate. 2 
THE various points of view taken by the different speakers inthe — 
debate on the Budget have extended the survey without adding 
much to the general knowledge. The Chancellor was able, a 
usual, to point out that. much of the criticism directed against hi, 
proposals was mutually antagonistio and to claim that he wa, 
pursuing the via media of safety between the Scylla of excessiyg 
taxation and the Charybdis of baseless optimism as regards 
the necessity of debt repayments. In this connexion th, 
remarks we made week as to the desirability o 
the greatest possible accuracy in the Treasury forecasts 
are very much in point. Mr. Baldwin may have with 
him the concurrence of general opinion in thinking that 
Sinking Fund of £40,000,000 represents a ~ balance between 
the two conflicting schools of thought, but if there is ground 
for the criticism made that the Treasury bas been unduly 
cautious in its estimates of income from taxation—and the argu. 
ments in favour of that contention have considerable force—it may 
well be that the close of the present financial year will show that 
the Chancéellor’s path has led him definitely to the debt-reducing 
side of the controversy. In that case the general body of taxpayers 
—and jthe income taxpayer in particular—will have ground for 
feeling that a more accurate, or less pessimistic, forecast would 
have lightened his burden, and that a longer continuance of 
inflated surpluses will necessitate some drastic reconsideration 


being an entirely novel conception that has come into patho- | of our financial procedure. 
logical thought as the result of experience with insulin. The | ‘ ’ a hn 
hypoglycaemic collapse is caused by the artificial lowering of * Parliamentary Medical Committee. dec 
the blood sugar to half its normal level for health, and it is At a meeting, on April 23rd, of the Parliamentary Medical Com, - 
WP fi at once relieved by giving sugar. The brain is therefore as | mittee, of which Dr. f’. E. Fremantle is chairman and Sir Sydney spe 
x sensitive to the withdrawal of sugar as to sudden diminution | Russell-Wells secretary, it was decided to appoint a sulbeomunittee ha 
ot five members to represen e Minister 0 ea e desira- 
; * its oxy — Sr ly. Tt may be that one aspect of the bility of widening the power of access to the first register for sub 
picture of diabetic coma is due to the final inability of the | existing nurses on terms suggested by Dr. Chapple, as follow; opp 
7. brain cells to ee, ee ee though this food | be The Council may accept for registration upon the first register of nurses a 
presented to them in abundance in the blood. Insulin might | any applicant who presents— > 
Re restore their metabolic power, and their functional recovery (a) & certificate of good character lissaih nieietnaiinea a to p 
might conceivably ‘be aided by artificially fora) ‘medieal men setsing out that. the applicant has becn in attendanee was 
short time the amount of blood sugar upon which they can upon the sick in the capacity of a nurse for a period of not less witl 
rere signed by aiedical nen Cone of whom shally 
‘At any rate, whatever the theory, experience has sug- © (on the staff of & general hospital) setting out that the applica nts 
gested that, in the treatment of diabetic coma with pat and experience of medical and surgical Ieca 
, glucose should be given simultaneously, either by the mouth nursing, and is competent to attend upon the sick in the eapacily FA 
or by. the stomach tube or even intravenously. ‘The insulin the 
can generally be administered by- hypodermic injection. In | precedent to registration to present herself for special examination ast it we 
cases of extreme circulatory collapse, it can be used intra- Fe ma | and fitness Before a@ medical officer or officers appointed by Me 
venously without danger. In all cases.fluid should at the ~ of th 
: : bcommittee was also asked to suggest to the Government 
° same time be given, but not much in excess of half a pint | 4,6 appointment of a Select Gommistes to inquire into Gene = *'** 
every hour, so that the patient on recovery from the coma | satisfaction in the nursing profession owing to the failure of the imit 
shall not fall into danger of death from pulmonary oedema. Registration Act to function in a number of respects. _ stor’ 
The scanty experiences quoted suggest that post-surgical Communications were received thanking the committee for the Po 
y coma in diabetics is difficult to treat. Obviously, the best | Work it had done in connexion with the Dangerous Drugs Bik 9,1, 
} way is to avoid its occurrence altogether by careful pre- in co 
a) paration of the patient before the operation, dietetic control Insurance Medical Service. c= 
and insulin being used together to free the urine of ketones The Minister of Health stated, on April 18th, thatasaresnltl 40.) 
and: sugar. ‘There is no evidence available upon the course discussion Insurance wa now 
of such prophylactic treatment, or upon how the action of | contemplated that any genera’ rea 
: . ; : A i tem would be made. Certain modifications of the 
. these: would not involve any substantial change in p 
: Other complications of diabetes, such as sepsis, tuber- = stem. No case had, in his view, been made out for a separth oe 
: culosis, or peripheral neuritis, can presumably be influenced | investigation of the kind suggested, which would complicate, a © 
by insulin as favourably as they are by ordinary dietetic | 80 tend to delaya settlement. Sir Kingsley Wood wished to visabi 
whether, in respect of the payment to doctors on the resel 
control, when the latter succeeds in abolishing glycosuria. | {> Government actuary advised that at the end of mp Pre" ‘! 
. But on this aspect of the general malady no evidence | existing agreements it would no longer be possible for the pres!  jooay ; 
qi . has been collected, for the first investigations in British | payment of 2s. 6d. patient per annum to be made from thefumi— },,,4 
j i hospitals were restricted to simple, though serious, instances | of the approved societies; and whether the Minister of groun 
( of diabetes | ' ro od that any further contributions should be made from a 
Btate funds in connexion =. Mr. said 
: on the 
A FUND has been opened in commemoration of the Dutch Sis report on 1922 of 
i gynaecologist Hector Treub to support investigations in | financial provisions of the National Health I the ~ 
i) gynaecology and obstetrics. Subscriptions should be sent | The answer to the latter part of the question w: eet " 
Cs to the president of the fund, Dr. C. C. Delprat, 98, Jan Sir Kingsley Wood asked, on April 23rd, whether the atten main 
, Luykenstraat, Amsterdam, or to the secretary, Dr. H. H. | of the Minister of Health had been drawn to a commuoics replie< 
on the 
ih THE French congress of ofo-rhino-laryngology will be held | tioners Mn consideration of, and in the event of, a refusal of . ~ 
. at the Hotel de la Société de Géographie, 184, Boulevard i 
St. Germain, Paris, under the presidency of Professor Jacques | work,” which contemplated a refusal in —— cont re The sa 
of Nancy; from: May: -7th to 9¢h, when. the following subjects | carry on the panel service and whether of thes 
will be discussed (1) Nasopharyngeal fibromata, introduced | Ntvine Chamberlain replied thet the communication to Mi0ist 
by MM. Sébileau, Moure, and Laurens; (2) radiography in sabre smn was understood to be a con fone 


oto-rhino-laryngology, introduced by MM. Reverchon and 


Worms. Further information can be obtained from the general 


knowledge of it. 


secretary, Dr. G. Liébault, 216, Boulevard St. Germain, Paris. 


practitioners with 


| 
4 
re 
ca 
reg 
cla 
circular issueadon y 0 ins 
Negotiations with representatives of insur 
4) a view to the revision of their terms of 


veen 
yund 
duly 


APRIL 28, 1923] 


ENGLAND AND WALES. 


een begun, and the prospects of a successful issue would 
by any statement at this stage as to the 
step the Government might find it necessary to take in a con- 
tingency which he had every reason to hope would not arise. 
gir Kingsley Wood also asked whether the Government actuary 
advised in 1922 that at the end of the existing agreements with 
‘doctors cn the panel it would no longer be possible for the present 
< payment of 2s. 6d. per patient per annum to be continued to be 
paid from approved societies’ funds; and whether he had given 
any further report or advice since that date. Mr. Chamberlain 
replied that in reporting on the financial position of the National 
Health Insurance Bill of 1922 the Government actuary did not give 
the advice which the question suggested, but merely indicated his 
opinion (that the charge proposed by the bill could safely be borne) 
applied strictly to the proposals of that date and should not be held 
to imply that larger or more protracted additional charges could 
be borne by the soc:eties. No further report or advice had since 
been received from him on the subject. 

Mr. R. Murray asked whether Insurance Committees in England 
had power, not conferred upon Insurance Committees in Scotland, 
to pay the expenses of complainers and witnesses attending 
meetings of Medical Service Subcommittees. Dr. Elliot replied 
that the ropes in Scotland was met by the provision made in 
Article 32(6) of Medical Benefits Regulations for the holding of 
local inquiries. 


Liquor Traffic Prohibition Bill_—Mr. Scrymgeour, to whom the 
ballot gave the sitting of April 20th for debate on the second 
reading of his bill for Liquor Trattc Prohibition, presented the 
case in a speech of an hourandahalf. The motion was seconded 
by Dr. Salter, who, however, said that he did not believe that the 
machinery cr method of the bill were good. He was, he said, more 
concerned to put before the House the case fcr prohibition as he 
regarded it from scientific and sociological standpoints. He 
claimed some assistance from the course so lately taken by the 
house in passing the bill to amend the Dangerous Drugs Act. 
Dr. Salter was emphatic in his contention that prohibition in 
America has not tended to drug addiction, stating that the official 
declarations were all in a contrary sense. Finally, in that con- 
nexion he quoted Sir Arthur Newsholme, who recently paid a 
special visit to America in order to inform himself on this par- 
ticular point, and reported that there was no evidence whatever 
that probibition had caused an increased consumption of drugs in 
substitution to alcohol. Cvlonel Sir Arthur Holbrook Jed off the 
oppositi n_ to the bill, quoting inter a’ia the opinion of Sir James 
Crichton-Browne as to the value of alcohol. Viscount Curzon 


_ seconded the rejection. In the course of the debate Dr. Chapple 


dec:ared himself opposed to the bill, but said he was not opposed 
to prohibition by local option, because when a small community 
was ripe for this change he would allow it to make the change 
without having the liquor traffic imposed on it by votes from 
outside. Each centre could thus become a demonstration centre. 
He believed that ultimately probibition would come by way of the 
Iccal vote. The bill was rejected by 236 votes to 14. 


Medical Herbalists Renin Bill.—Commander Kenworthy 
introduced, on April 23rd, a bill ‘‘ to provide for the registration of 
medical herbalists ’’ ; it is backed by Mr. Mosley and Mr. Linfield; 
it was given first reading and ordered to Le printed. 


Housing Bill.—Mr. Nevi!le Chamberlain explained the provisions 
of the Government Housing Billon April 24th. The proposal is 
that the Treasury shall give to the lccal authority a oubel y of £6 

r house per year for twenty years, the size of the house to be 

imited to a maximum of 850 superficial feet in the case of a two- 
storied house, and 7£0 for a flat or one-storied house. 

Board of Control.—The Minister of Health, on April 23rd, 
informed Mr. Ammon that the committee upon the nursing service 
in county and borough mental hospitals, appointed by the Board 
of Control in March, 1922, hoped to report shortly, and the Board 
of Control did not consider that at this stage it would be desirable 
toadd toits membership. The Joint Conciliation Committee bad 
already been informed that the Nursing Committee would be 
w lling to consider a statement of any views which the Mental 
Hospitals Association and the National Asylum Workers’ Union 
would desire to put beiore them. Mr. Ammon further aeked 
whether in view of the fact that the Board of Control had no 
legislative power and could not enforce their recommendations on 
the visiting committees, the Minister would consider the ad- 
visability of abolishing the Board of Control and transferring its 
present functions to the Ministry of Health. Mr. Chamberlain 
said that the powers of the Board of Control and their relation to 
local authorities and to Parliament were fully considered when the 
Board was established, and he did not think there were adequate 
grounds for initiating measures to alter the present arrangement. 


Venereal Disease in the British Army.—Sir S. Russell-Wells asked, 
on April 19th, the rates of venereal disease admissions in 1921 and 
1922 of the British Army on the Rhine, in Constantinople, and in 
the United Kingdom; whether there was any difference in the 


methods of medical prophylaxis adopted, and whether apy steps . 


were taken to prevent soldiers attending civil venereal clinics in 
plain clothes in the United Kingdom. Lieut.-Colonel Guinness 
replied that the ratios per 1,000 were: 


19° 1922 
British Army of the Rhine... 212.34 213.53 
British Army in Constantinople 228.48 83.41 
United Kingdom ..,. 40.26 37.66 


COCAINE SUBSTITUTES COMMITTEE, 


Tue Home Office and the Ministry of Health have had under 
consideration the possibility of the use of substances which 
might serve the same therapeutic purpose as cocaine, but be 
free from its deleterious properties. The Minister of Health, 
after consultation with the Medical Research Council, has 
appointed a committee “ to investigate the comparative value, 
for the therapeutic purposes for which cocaine is at present 
used, of various possible substitutes, and the evidence as to 
risk, if any, of such substitutes becoming drugs of addiction.” 
The committee will consist of : 


Dr. J. SMITH WHITAKER, @ senior medical officer of the Ministry 
(Chairman); 

Dr. NORMAN G. BENNETT, surgeon, Royal Dental Hospital, London; 

Dr. R. W. BRANTHWAITE, a Commissioner of the Board of Control; 

Dr. T. CARNWATH, & medical officer of the Ministry; 

Dr. J. H. CHALDECOTT, senior anaesthetist to St. Mary’s Hospital, 
Paddington, nominated by the Anaesthetics Section of the 
Royal Society of Medicine; 

Dr. H. H. DALE, of the Medical Research Council; 

Mr. T. B. Layton, surgeon in charge of the Throat and Ear 
department of Guy’s Hospital, nominated by the Laryngo- 
logical Section of the Royal Society of Medicine; 

Dr. G. F. MCCLEARY, a medical officer of the Ministry; 

Mr. R. FostER Moore, surgeon, Royal London Ophthalmic 
Hospital, nominated by the Ophthalmological Section of the 
Royal Society of Medicine; 

Sir WILLIAM HENRY WILLCOX, vominated by the Home Office. 

The secretary is Dr. E. W. ADAMS, Ministry of Health, Whitehall, 
8.W.1, to whom all communications relating to the work of 
the Committee should be addressed. 


England and Wales. 


Royat PortsmoutH Hospirat. 
At a meeting of the Qommittee of Management of the 
Royal Portsmouth Hospital on April 13th, Mr. C. P. Childe, 
senior honorary surgeon, was unanimously elected chairman 
of the Committee of Management. Sir Harold Pink, in 
proposing his election, said that Mr. Childe was a member 
of the town council, and this year he had declined the 


- office of Mayor because of his work in connexion with the 


forthcoming Annual Meeting of the British Medical Associa- 
tion to be held in Portsmouth under his presidency. Mr. 
Childe, in returning thanks after his election, said that he 
was not absolutely new to hospital administration, as for 
two and a half years during the war he was administrative 
officer of the 5th Southern Hospital of 1,000 beds, and this 
experience had given him some knowledge of the work. Up 
to July his time would be taken up in preparing for the 
British Medical Association, and until that time he looked 
forward to the support of his vice-chairman. He regretted 
that Sir Harold Pink had vacated the chair, because during 
his four years of office the hospital had been raised out of 
low water, and for the first time for many years was now 
out of debt. The late chairman had also been connected 
with the War Memorial improvements, which had cost 
£10,000. Mr Childe added that he looked upon his appoint- 
ment with ,.ide, because it was the first time that an 
executive officer had been called upon to fill the highest 
position at the hospital. He felt that this was evidence 
of the good feeling existing between the two departments, 


Dr. Arnotp Lynpon, 

Dr. Arnold Lyndon of Grayshott, Surrey, who at the end 
of last year retired from active practice, has been presented 
by his friends aud patients with a specially made inlaid 
mahogany bookcase, a typewriter, and a pair of field glasses 
as a grateful acknowledgement of his many services. The 
gifts were accompanied by an album containing the names of 
the subscribers. ‘The balance of the money subscribed has, 


‘at-Dr. Lyndon's request, been presented to the Grayshott 


Nursing Association, to form a reserve fund which could be 
drawn upon when necessary to keep the district nurses’ 
cottage in repair. Dr. Lyndon has long taken an active part 
in the work of the British Medical Association; he is a 
member of the Central Council and of several committees 
and subcommittees, and is a past-president of the Surrey 
Branch. He is chairman of the Surrey Local Medical 
and Panel Committee, and a member of the Surrey Volun- 
tary Hospitals Committee. He also served on the Central 
Medical War Committee. 
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[ Mepicat Journay 


Leicester Royat InrrrMary. 

The 150th anniversary meeting of the governors of the 
Leicester Royal Infirmary was held on April 18th, when the 
annual report for 1922 was submitted. During the year 
3,809 in-patients were admitted to the Infirmary, and 4,478 
to the Children’s Hospital, the average number of beds 
occupied being 255. The average cost per occupied bed 
was £182, and the average cost per in-patient £11 9s. 10d. 
In the out-patients’ department 41,987 out-patients and 
70,461 accidents were treated; in the a@-ray department 
there were 4,872 attendances, and in the orthopaedic 
department 17,687, Of the new cases attending the 
venereal diseases department 429 were males and 
239 females; 5,345 pathological examinations and reports 
were made. The total ordinary income of the infirmary for 
1922 was £51,510, as compared with £51,104 in 1921; the 
extraordinary income was £8,275. The total income for the 
year was therefore £59,785, against £61,111 in the previous 
year, but the financial position was better than in 1921, 
owing to the reduction of expenditure brought about by the 
fall in prices and by the demand for close economy. The 
net result of the year’s working was a deficit of £2,665, as 
compared with a deficit of £5,981 in the previous year. In 
response to the £100,000 appeal fund for building improve- 
ments donations amounting to £60,000 have been received. 


‘Scotland, 


PRESENTATION TO Dr. Byrom BRAMWELL. 
Ir will be remembered that on the occasion of his 75th 
birthday last December the many friends of Dr. Byrom 
Bramwell desired to express in some concrete way the high 


esteem, respect, and admiration in which he is held by asking: 


lim to sit for his portrait. The sesponse to the appeal for 
subscriptions was so good that it has been found possible to 
commission Mr. David Alison, R.S.A., to paint two portraits— 
a larger and asmal'er. The presentation will be made at the 
Royal College of Physicians of Edinburgh on Saturday, May 
19th, at 5.30 p.m. The larger portrait is a three-quarter 
length, sitting, in which Dr. Bramwell is wearing the robes 
of Past President of the Royal College of Physicians, 
Edinburgh. The smaller portrait is about half-length, and 
in this case Dr. Bramwell is wearing the same robes, but the 
hood of the Royal College of Physicians is replaced by tlie 
hood of the LL.D. of Edinburgh University. Sir Humphry 
Rolleston, K.O.B., President of the Royal College of Phy- 
sicians of London, and Sir David Drummond of Newcastle-on- 
‘Tyne, have very kindly undertaken, at the request of the 
committee responsible for raising the fund, to make the pre- 
sentation to Dr. Bramwell; one of the portraits is to be 
retained by himszlf, and the second is to be presented to the 
Royal College of Physicians, Edinburgh, and will be received 
yal their be by Sir Robert Philip, President of the 
ege. 


Giascow Mepicat Lunes 

A meeting of this club was held on April 19th in Ferguson 
and Forrester’s Restaurant, with the President, Dr. W. L. 
Reid, in the chair. The members had with them as the 
guest of honour Dr. J. Stanley White of London, who gave 
an address on “ The ductless glands.” Dr. White made good 
use of the limited time at his es and gave a rapid 
review of the therapeutic value of the various glandular 
extracts, referring more particularly, though shortly, to 
thyroid, parathyroid, pituitary, suprarenal, ovary, and. pan- 
creas. Many helpful hints were thrown out in passing for 
their use, alone or in combination, in certain diseases. These 
were much appreciated by the members, 


Tue EMBELLISHMENT OF Princes STREET, EpInBuRGH. 

The town council of Edinburgh last week considered a 
report by the city architect for the construction of a terrace 
promenade on the south side of Princes Street at an estimated 
cost of £50,000. The general idea of the plan is to construct 
a retaining wall which would enable the existing pavement 
to be extended over the breadth of the present unsightly 
sloping bank of earth coe | down to the gardens. ‘The 
wall would be topped by a handsome balustrade of which the 


dies would carry ornamental lamp pillars. Towards the 
broad walk at the base of the wall in the gardens the wall 
_would be pierced at certain points by arched openings fo form 


alcoves which would provide shelter from the rain. The 


shelter provided by the wall and its direct exposure to the 
south would make the broad walk a very desirab'e promenadg 
for invalids. It is also suggested that a site for the Cenotaph 
which it has been proposed to erect on the lines of that jn 
Westminster should occupy a prominent and central position 
in the terrace. The existing public statues would be included 
in the scheme as well as two new statues to be placed og 
staircases leading down to the gardens. 


Ireland. 


Insurance Apvisory CoMMITTEE. 
At the first meeting of the newly constituted National Health 
Insurance Advisory Committee in Dublin, Sir Joseph Glyna, 
chairman of the Commission, presided, and Dr. W. J. Maguire 
and Mrs. Dickie, commissioners, were present, with the 
principal officers of the department. 

The Chairman, in his opening statement, explained that 
an advisory committee had been set up in the early da 
of the working of the Insurance Acts, but owing to the 
intervention of the great war and other causes it had 
fallen into desuetude. As a result of representations made 
to the Commissioners by approved societies and others, 
the authority of the Minister of Finance was obtained 
for the establishment of a new committee, to consist of 
twenty-five members. The chairman also explained the 
basis on which representation of the various interests had 
been fixed, and the scope of the committee’s functions, 
Sectional meetings of the committee would be held from 
time to time where special interests were affected, and the 
whole committee would be summoned when general lines of 
policy were under consideration, or discussions affecting more 
than one particular interest were taking place. He explained 
the position created by the passing of the Irish Free State 
Act, 1922, and the steps that were being taken by the 
Commission to cope with it. A bill had been prepared 
and submitted to the Minister, which it was hoped would 
shortly be introduced in the Oireachtas. Full and detailed 
instructions would be issued by the Commission to all con 
cerned. He next referred to the question of non-compliance 
with the Acts in the matter of the stamping of cards, 
Suggestions were made for tightening up the procedure for 
effecting compliance. Medical certification was next dealt 
with, and as a result of discussion thereon it was agreed 
between the representatives of the approved societies and of 
the medical profession that they would bring before their 
respective associations the question of forming a committee 
of medical men and societies’ representatives, who would 
discuss and submit to the Commission proposals for effect 
improvement in the present system. ‘The chairman poin 
out, in connexion with medical certification, that it had now 
become necessary to consider where the financial provision 
therefor, which was hitherto made from Exchequer funds, 
was to come from. F 

The following resolution was adopted on the motion of 
Dr. Rowlette, seconded by Mr. Hutchinson: 


“That this Advisory Committee is of opinion that the ad | 


winistration of the National Health Insurance Acts is ham. 
pered by the dissociation of medical treatment—domiciliary 
and hospital—from the administration of the Acts, and urges 
that a system should be established by which aneenee medical 
treatment would be provided for the classes affected by the 


Insurance Acts.”’ 


The following resolution was prapeeel, ty Dr. Rowlett 
seconded by Mr. Kevin O’Duffy, and adopted: 

‘* Inasmuch as the financial provision made for medical research 
by Section 16 (2) os the National Insurance Act, 1911, is no 
longer available, this Advisory Committee wishes to imprest 
on the Government the desirability of making adequate pro 
vision for medical research.” . 

The representatives of the medical profession on thé 
National Health Advisory Committee are Dr. R. J, Rowle 
and Dr. T, Hennessy (Irish Medical Secretary, British Med 
Association) ; Dr. M. F. Cox (President of the Royal College 0 
Physicians) and Dr. Horace Law are appointed the repre 
sentatives of the Dublin hospitals, 


_ Tue Murper or Dr. P. Mutpoon. 
An appeal is being circulated on behalf of the widow aad 
young children of the late Dr. Patrick Muldoon of Mobil 
co. Leitrim. who was recently murdered by armed mem 
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Dr. Muldoon was dispensary doctor of the Mohill district, 
avd part-time medical attendant to the Free State troops 
stationed in the locality. His widow and young children 
are left entirely unprovided for, and it is hoped the appeal 
will meet with the success it deserves. In the course of the 


appeal it is stated : : 

“The poignancy of the sad event is only realized by those who 
know what his untimely demise means to his afflicted wife, left 
with a helpless family. Dr. Muldoon had hardly begun his pro- 
fessional life, and his skill, combined with a generous and open- 
hearted personality, was promising a brilliant career, when his 
untimely death intervened to cut it short. It is hardly necessary 
to point out that Dr. Muldoon had not had the time or opportunity 
to provide for his dependants in the unforeseen circumstances 
which have befallen. His widow has three children—the eldest 
only 4 years old—for whom to provide. To his friends, therefore, 
we appeal with confidence. We know they will show the:r 
appreciation of his excellent qualities, and their sympathy with 

rs. Mu!doon and her helpless oS To his medical brethren 
and the general public, to whom Dr. Mu'doon was less known, we 
appeal with scarcely less confidence. Their oy has not 
been denied to his widow, and we venture to think that very many 
will be glad to take this opportunity of giving that sympathy 
practical expression.” 

Subscriptions may be sent to the Very Rev. Canon 
Masterson, P.P. (Mohill, co. Leitrim), Treasurer, Dr. Charles 
Dolan, or Dr. Thomas Reynolds, M.B. (Ballinamore, co. 
Leitrim), Secretaries. 


Correspondence. 


CUPPING. 

Srr,—It is curious enough, as Dr. Gubb remarks, that this 
mode of minor therapy should be so much oftener resorted to 
in France than in Britain. An interesting and rather amusing 
paper could be written about the practice of medicine in the 
two countries and pointing out the differences in practice 
arising out of similar theories. In France, if your patient 
dies from pneumonia, Madame la Concierge will look very 
severely on you if you have not applied ventouses. Her 
British equivalent most likely will if you have. 

While endorsing Dr. Gubb’s remarks as regards the indica- 
tions ot cupping, I rather differ from him on the question of 
technique. Can “nothing be better” than the kitchen 
tumbler? For ventousing purposes I would suggest using 
ventouses. In the short knob projecting from the bottom 
lies the whole secret of the gentle art of cupping. 

Shall we use cotton-wool or spirits? Both. Twist a short 
bit of wire round a small pad of cotton-wool which is to be 
soaked and lit. Now clench your left fist. Insert the knobs 
of three cups between your fingers and keep the cups quite 
close to your patient’s skin, leaving just space enough for 
your torch. In goes the flame, down comes the cup. I 
would not allow more than five seconds for the fixation of 
the three, and twelve cups ought to be applied easily within 
a minute, a matter of importance when we have to avoid 
exposure to cold. 

With a young lady you will do wisely to abstain from 
cupping of any description. If the cup has been of any use 
it leaves a long-standing ecchymotic bruise turning gradually 
from scarlet to green, which offers a prolonged opportunity 
of studying the problem of haemoglobin and the blood 
pigments. Indeed, quite recently a French author has stated | 
that if a cup leaves a purple scar on a pneumonic patient the 
cutlook is favourable, but if a brownish one there is no hope 
of recovery. Considering the actual’ tendency towards 
measurements and the vogue of colour scales, cupping might 
be the first step towards prognosimetry—the art of fixing 


handicaps !—I am, etc., 
Vichy, April 22nd, Gustave Monop, M.D., M.R.C.P. 


Sir,—I was greatly interested to read Dr. Gubb’s paper on 
cupping (April 14th, p. 639), for it recalls to mé the episodes 
of the early sixties, about which era I was a pupil with a 
cousin in the Edgware Road. A patient had some congestion. 
of the kidneys and cupping was recommended; at that time 
there was a professional cupper named (if memory serves 
correctly) Betts; bis methods were extremely skilfu:, for he 
used a tube filled with some absorbent material which he 
dipped in spirit, lighted, quickly thrust it into the glass, with- 
drew it, and then in a second placed it on the required spot ; 
there was thus no danger of burning the skin, and the flesh 
rose well into the glass; then the scarifier was applied, and 
the glass readjusted as before. When I joined Dr. Dewes in 


1872 I found both cupping glasses and scarifier, and I had 
them among my armamentaria until I left Coventry. As a 
rather painful method of abstracting blood it was effective, 
and, if it did not have a very curative effect on the disorder, 
its moral influence must have been remarkable and lasting.--- 


I am, etc., 
Eastbourne, April 18th. Mitner Moore, M.D. 


BLOOD PICTURE IN SPRUE. 

Sir,—Dr. Vincent Coates’s interesting article (April 21st, 

p. 677), on pernicious anaemia with foci of infection in the 
alimentary tract, deals with some important questions. 
_ I wish here to refer only to Dr. Coates’s second case, an 
instance of sprue. ‘The blood changes recorded are not 
infrequent in sprue, and the blood may be indistinguishable 
from ordinary pernicious anaemia and vet recovery occur. 
I should not consider that the blood picture in this case is of 
the aplastic type, as Dr. Coates suggests. Polychromatophilia, 
anisocytosis, poikilocytosis, and nucleated red ceils are 
recorded, and this degree of change in the red cells is too 
great for aplastic anaemia. 

The case which Sir Percy Bassett-Smith referred to at the 
Medical Society had a colour index of 1 (approximately) with 
1,000,000 red cells. This cannot be considered a low colour 
index in view of the erythropenia. 

Not much attention has been paid to the blood changes or 
to the achlorhydria in sprue, or in chronic colitis, but these 
points are obviously of importance in the treatment. They 
are also of interest, as Dr. Coates remarks, in the investiga- 
tion of pernicious anaemia.—I am, etc., 

London, W., April 23rd. 


PERNICIOUS ANAEMIA. 

S1r,—Dr. Coates’s paper in your issue of April 21st (p. 677) 
seems to call for some comment from the point of view of the 
haematologist. 

I submit that there is no evidence that any of his cases 
were true pernicious anaemia in the pathological sense. In 
none were megaloblasts found, and in the autopsy on Case 3 
there is no mention of the presence of free iron in the liver or 
of'the essential changes in the bone marrow. If we take as 
the evidence of pernicious anaemia merely a marked reduction 
in the number of red cells with a few normoblasts and a 
colour index above 1, many cases of secondary septic 
anaemia will be included. I think that Dr. Coates has not 
excluded this diagnosis in the cases he quotes. To satisfy a 
pathological diagnosis of pernicious anaemia I submit that 
there must be the presence of megaloblasts persisting in 
repeated examinations as well as a marked reduction in the 
total red cell count and a colour index above 1, and, post 
mortem, at least free iron in the liver and an increase in the 
area of the red bone marrow with a marked megaloblastic 
reaction therein. 

Doubtless sepsis (for example, from a haemolytic strepto- 
coccus) is one of the causes of true pernicious anaemia, but 
in very many cases, probably the majority, the infection 
stops short of a lethal change in the bone marrow. To this 
latter the term “pernicious anaemia” should, I think, be 


confined.—I am, etc., 
A. Kyyvett Gorpon, M.B., BC., 
B.A.Cantab, 


H. Letuesy Tipy, 


London, W.C., April 21st. 


TREATMENT OF PUERPERAL INFECTIONS. 
Sir,—I have read the interesting article on puerperal fever 
by Professor B. P. Watson—an old fellow student of mine— 
and must say that his modern views appear to be diametric- 


_ally opposed to the old teaching of the Edinburgh schcol. 


Possibly I did not pay as much attention to the lectures as 
Professor Watson, but one thing I do remember was the old 
midwifery axiom, ‘‘ Leave to Nature—or empty the uterus.” 


-On this principle I have always worked with considerable 
- success, and I am afraid I shall continue to do so. Apparently 


Professor Watson thinks the latter part of the axiom 
unnecessary. 

Professor Watson most emphatically states that on seeing 
a case of pyrexia after childbirth digital exploration of the 
uterus is not indicated. Of course, other conditions must be 
excluded, and this any ordinary man would do; but then, 
I say most strongly, one should make sure that the uterus is 
empty. This is especially important nowadays when the 
certified midwives do almost all the ordinary work, and the 
practitioner is only called in when something goes wrong, 
often being sent for on a rise of temperature, 
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Some few months ago I was casually asked to see & case by 
midwife, on the fifth day, owing to a slight rise of temperature 
(101°). Iwas informed that the patient had influenza (of Which 
there was.a case in the house) and required no examination, but 
just the ‘bottle of doctor’s medicine.”” The midwife 
stated that the placenta was perfect and the confinement quite 
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normal. Therefore I agreed, but the next day the 
rose to 106.8°, and I removed with my fingers a piece of 
placenta as large as my hand—the tem ure then fall to 
normal (see-chart). The woman died on the seventeenth day with 
secondary a sepsis. I feel sure that could I bave 
removed this source and cause of infection early the woman would 

I have seen this kind of case so often, and, as a rule, the 
marked recovery after evacuation and thorough of 
the uterus is astounding. Every practitioner knows this to 
be so, especially im imecomplete abortions. As students we 
were shown a temperature chart as an example of a fall 


crisis in sapraemia where retained had been rem 

Probably Professor Watson has forgotten this chart. My case 

shows the same thing. 
Professor Watsem discards the old classification of 


sapraetmia and septicaemia, but Professor Munro Kerr states 
they do exist clinically as two distinct forms—the one condi- 
tion being early and dae to retaine 1 products, whilst the other 
occurs later on when the infection me vad ee He 
also states thas saprophytic organisms lower local and I 
resistance and permait pyogenic organisms to multiply 
gain entrance to the uterine tissues. He advises the removal 
ot.débris and repeated intrauterine douches (Fairbairn, p. 592). 
Bacteriologically organic tissues aid the growth 
organisme—for instance, testis for s . Why should 
not act in. the same way, helping to form a 
septic factory 
One of my cows recently calved, appeared to be very ill, and 
my man informed me that she had net “cleaned ” pro J 
Therefore I encouraged him to try and clear -her, which he 
did with a wisp of straw anda ing douche. -The imme- 
diate recovery of the cow followed. I do not understand wh 
a portion of the after-birth so often gets tvapped i man ant 
beast alike. 
I quite agree that to serape the whole of the uterus out 
with a sharp curette is wrong, and opens up fresh surfaces 
for infection. But -as a rule one’s fingers and a gauze swab 
are sufficient, al bh a soft blunt flushing curette, a warm 
douche, or an application of iodized A will help in 
cleansing and purifying the source and culture bed of the 
‘bacteriaemia. Professor Watson does not agree, and states 
that retained enta does not predispose to bacterial infee- 
tion. But I think no woman can be well with a portion of 
decomposing inside the uterus, and will often die 
if left alone. Small bits of membrane do not matier, but 
placental tissue should always be extracted at once. If 


retained placenta is left it will provide plenty of work for | 


must apologize for writing contrary to the teaching of 
such an eminent authority; but mast practitioners have thete 
own views and practical methods for treating such cases, and 
Professor Watson invites diseussion.—I am, etc., 

Lowestoft, April 4th. Dupiex W. Boswett, M.D., D.P.H. 


CONGENITAL HYPERTROPHY OF THE PYLORUS. 

Srr,—After reading Dr. Still's paper published .in. your 
columns on April 7th it seems worth while to racord the after- 
history of the case which I reported in the Lancet, Januar 
10th, 1903, This was, I believe, the first case ever secovded 


as having recovered with simple feeding alone, Withont 


operation or lavage. . 
It was an absolutely typical case fulfilling all the diagnosti¢ 
requirements. The patient is now an Oxford undergraduate: 
he has just taken second-class honours in Mods., and rows in 
the Torpids. He never suffers from indigestion in any way, 
and is well grown, strong, and healthy —I am, etc., y 
Shrewsbury, April 18th. H. WitLoueusy Garpyer, 


PHTHISIS: COMPLETE AND PERMANENT 
RECOVERY. 
Srr,—Fifty years ago this month Dr. Andrew, of St, 
Bartholomew's Hospital, told me I had phthisis, both lungs 
were affected, and I must leave the hospital at once, and on 
his certificate the College allowed the session. 

I went to the country, got well, returned to Bari’s in 
October, but relapsed at the end of the session. Intending to 
winter at Davos I went to Paris, attended the Hotel-Dieu, 
and determined to observe carefully the conditions under 
which I was worse or better, to avoid or counteract the 


igation was continued, and I laid the results 
before the British Association in 1886-87, and I demonstrated 
the icability of the work in 1890-1915 by giving th) 
measurements of 100 cases of chest and lung development, 
and the results of scientific treatment in 100 cases of phthis's 
—complete recovery in early cases, recoveries and arrests in 
cases more advanced, and great relief and some temporary 
arrest for months or years in cases still further advanced. 


This experience is unique in the history of phthisis, an] 
I venture to think it should be placed on record.—I am, ete., 
London, _Goprrey W. Hamereton, L.K.Q.C,P.L 


THE TRAINING OF NURSES IN SMALLER AND 

"a3 COTTAGE HOSPITALS. 

-S1e,—-With reference to Dr. Flemming’s letter (April 21st, 
p. 699) the committee of our small hospital considered the 
regulations of the General Nursing Council for training 
unsati , and in consequence some months ago made 
a reasoned statement to the Ministry of Health u tho 


subject. But that infant prodigy, the General Nursing 


Council, a ss to have been born with a swollen head 
and also suffer from defects of hearing and of vision. 
—I am, e' ; 

St. Albans, April 23rd. SipNey CLARKE. 


HICCUP.” 

Sirn,—The note in the Brirish MepicaL Jouryat of 
April 7th (p. 603) om epidemic hiccup ‘surprises me mach, 
During all the years I have been in general practice I have 
had several cases of intractable hiccup and I am firmly of the 
opinion that the diaphragmatic spasm is due to rheumatism; 
for many years I have never failed in curimg the most 
obstinate case within a very short time by exhibiting a few 
doses of antirheumatic medicine such as 15-grain doses of 
sodium salicylase without the addition of any sedative. I 
have never had a case of encephalitis lethargica, but firmly 
believe that it has the same etiology and world respond t 
intensive antirheumatic treatment. Of course—as stated in 

our article—morphine preparations will relieve any spasms, 
ut there is great satisfaction in relieving symptoms by 
treating the disease causing them.—I am, etc., 

Manchester, April 22nd. Martin J. CHEVERS. 
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Wuibersities and Colleges, 


UNIVERSITY OF CAMBRIDGE, 
| THE following candidates have now satisfied the examiners in 
both parts ef the examination for the Diploma in Public Health: 


D. Rasu, L. 8. Chatterji, tA. J. Copeland, N. D. Dunseombe, ElizabethJ, 
Findlay, A..T. Gaiiletorn, C. H. Gunasekara, tJ. C. L Hingston, 
_*3. Hunt, Florence 8S. Kirk; Hilda L. Laidlaw, F. Lobo, Barbara 
R. A. Morton, L. K. Ray, Annabella A. Reid, Mary Rus.ell, 
Beatrice M. Sellar, Y. Sen, Annie FE. Somerford, 3 
* Distinguished in the principles of Hygiene. ‘ 
.. Distinguished in the application of Sanitary Science. 


Diploma in Medical Radiology and Electrology: ze 


Part I (Physies and Electrotechnics): M.A. Afifi, N.M. Bodas, J. EB. 
Bowen, 


The following candidates have satisfied the examiners, for the 


B.L.W. Clarke, R. G. de Glenville, M. Frizell, N. Grelliet, 
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W. H. Hastings, J. F. James, M. D. Joshi, Anna T. Kellock, Jane 8. 
Knight, G. J. Luyt, A.G. MacLeod, Margaret J. Moir, . Rajan, 
A. Ross, W. H. Rowden, Jessie E. Sheret, E. W. Twining, §. B. 
Warden, E. V. Whitby. Part II (Radiology and Electrology): M.A. 
Afifi, E. G. Barker, J. E. Bowen, B. L. W. Clarke, H. K. G. Hodgson, 
J. F. James, Jane 8. Knight, H. 8. Rajan, W. H. Rowden, J. P. 
Thierens, E. W. I wining. 


UNIVERSITY OF LONDON. 
THE following were successful at the examination for the Diploma 
in Psychological Medicine, with special knowledge of Psychiatry : 


A. C. Hancock, W. D. Nicol. 


UNIVERSITY OF GLASGOW. 


_ AT the graduation ceremony on April 17th the Straits Settlements ; 


gold medal for thesis for M.D., on a subject in connexion with 
tropical medicine or tropical hygiene, was presented to Dr. 
Thomas J. Mackie; the University Arnott prize for examination 
in physiological physics to William A. Burnett, B.Sc.; and the 
Asher Asher gold medal a class prize) for laryngology and 
rhinology to Mr. Murdo Nicolson. 

At the graduation ceremony held on April 2lst the following 
dcgrees were conferred : 


M.D. (with high commendatton).—J. MacA. Mackintosh (in absentia). 
M.B., Cu.B.—"J. 8S. Young, *A. A. Charteris, *D. Hyslop, *J. M’N. 
Milloy, tI. P. W. Skinner, tH. 8. D. Garven, tJ. Park, tT. Robertson, 
+W. P. Grieve, tJ. A. Bingham, J. B. Adams, W. 8. Aitken, Elizabeth 
B. T. Allison, J. C. Anderson, Isobel C. Armstrong, R. Armstrong, 
R. W. S. Ashby, A. A. Bain, A. Barr, W. P. Blackstock, (Miss) 
Georgie I. Brodie, J. E. Brown, Henrietta Buchan, J. A. Cameron, 
J. Campbell, M. A. Cassidy, Isabella P. Crosbie, T. Cullen, 
W. R. Cumming, T. Dagg, R. A. M. Davidson, W. W. Dawson, 
Alice M. 8. Dewar, W. M. Dinwoodie, I. M. K. Donaldson, 
J. Fy, Dunn, J. T. G. Ewen, G. M’C. Ferguson, Margaret I. H. 
Ferguson, J. Fine, T. Fisher, W. Fordyce, L. P. Foyer, W. Fraser, 
Janet M. Gibson, R. E. 8S. Gibson, Jane T. Gilmour, J. G. 


Graham, A. Gray, Catherine M. Gray, Miriam Greenberg, J. 
Hamilton, J. J. Hargan, Jessie H. Harkness, W. M’C. Harrowes, 
Harvey, W. C. Harvey, Irene Higgie, W. Houston, 


Janet G. 
W. M. Johnston, G. MacG. Kay, D. A. Ker, Elizabeth C. 
Kerr, Janet §. Kerr, A. King, H. T. Kirkland, Mary D. Lambie, 
Christina 8. Lamont, T.- Leckie, J. A. Lister, J. M. Logan, 
Margaret E. R. Loudon, G. H. Macartney, A. M. Maccallum, 
J. M'Callum, Margaret S. L. M‘Cash (in absentia), J. A. W. M'Cluskie, 
J. A. M‘Crossan, C. M‘Donald, C, F. H. M‘Fadyen, J. M'Ghee, Janet 
H. Mackay, B. L. Mackay, Joan D. Mackenzie, V. D. Maci enzie, 
P. MK. M'Killop, G. M. M Lellan, Jean D. MacMurray, Doris M. J. 
M‘Nab, Mary M'Naught, A. MacNiven, Evelyn M‘Pherson, A. K. 
MacRae, Dorothy M. Main, Clara F. Marshall (Mrs. Gertzen), H. W. 
Miller, W. B. D. Miller, R. Nisbet, A. O’Hanlon, Henrietta L. 
Paterson, Mary R. Peden (Mrs. Donald Macalister), F. V.G. Penman, 
T. Prentice, Annie B. Primrose, D. Rankine, F. Ribeiro, W. J. B. 
Riddell, R. W. Ritchie, G. G. Robertson, J. M’L. R. C. Ross, T. D. 
Ross, J. N. Russell, Katharine C. Shankland. Gladys A. G. Sharpe, 
Grace 8. Shirlaw, R. G. Simons, R. R. Simpson, A. P. Smith, J. A. 
Sommerville, R. G. Sprenger, J. M. Sti:ling, Carolina J. Tessier, 
Marian Thom, Annie M. Thomson, J. M. M. Thomson, A. Urquhart, 
Vv. R. Walker, R. Walkingshaw, Annie Werner, J. Whiteford, 
R. Wilson, 8. R. Wilson, W. Wilson, R. Woodside, A. B. Wright, 
R. A. D. Wylie, W. L. Young, R. Yuill. 
* With honours. + With commendation. 


Medical 


ON the occasion of the formal opening of the Peking Union 
Medical College, in September, 1921, in the tenth year of the 
Republic of China, there were gathered in Peking a great 
number of prominent men and distinguished scientists for 
the celebration of the event. The President of the Republic 
was pleased to receive them in audience, and it was a most 
memorable occasion. A ‘Jen Shou’”’ (benevolence and 
longevity) medal has recently been bestowed by the Presi- 
dent on the British representatives—Sir William Smyly, 
Professor R. I. Leiper, Dr. Thomas Cochrane, and Dr. 
A. J. Armitage—in commemoration of the event. 

THE London County Council has appointed Dr. Frederick 
Lucien Golla, physician and lecturer in clinical medicine, 
St. George’s Hospital, to the position of pathologist to the 
London County Mental Hospitals and director of the patho- 
logical laboratory in succession to Sir Frederick Mott. The 
salary attaching to the position is £1,000 a year, with 
temporary additions which bring the total remuneration at 
the present time up to £1,234. Dr. Golla will relinquish his 

ysician e Hos or Paralysi il 

A GENERAL meeting of the Réntgen Society will be held at 
the Institution of Electrical Engineers, Savoy Place, Victoria 
Embankment, London, on Tuesday next, May Ist, at 8.15 p.m., 
when Dr. C, Thurstan Holland will deliver the sixth Sylvanus 
Thompson memorial lecture. His subject is ‘“ X rays and 
diagnosis.” The annual general meeting will be held on 
June 5th. 

Dr. J. H. MorRIs JONES, J.P., has been elected chairman 
of Colwyn Bay Urban District Council; since the recent 
incorporation of Liysfaen within its boundaries, Colwyn Bay 
has become the largest town in North Wales. 


THE Home Secretary announces that as a result of inquirics 
made in connexion with the investigations into the illicit 
traffic in dangerous drugs which led to the recent conviction 
of H. M. F. Humphrey, he has decided to cancel the licences 
held under the Dangerous Drugs Act, 1920, by the firm of 
Messrs. Whiffen and Sons, Limited, of Lombard Road, Batter- 
sea (also trading under the name of J. A. Wink and Company), 
and they will not for the future be allowed to buy, manu- 
facture, sell, or have any dealings in the drugs to which 
that Act applies. 

THE fourth intensive course of lectures for general practi- 
tioners and senior medical students at the Central London 
Throat Nose and Ear Hospital, Gray’s Inn Road, W.C.1, will 
commence on May 7th at 4 p.m., and conclude on: May 17th. 
The fee for the course, which will be devoted to diseases of 
the ear, is one guinea. 

A COURSE of ten lectures on ante-natal and post-natal child 
physiology will be given by Dr. W. M. Feldman in the Physio- 
logical Theatre of the London Hospital Medical College, Mile 
End, E.1, on Wednesdays at 4.15 p.m., commencing May 9th. 
The course is open to students of the hospital, and medical 
practitioners are invited to attend. 

THE Secretary for Mines has appointed Professor J. S. 
Haldane, M.D., F.R.S., together with Professors W. 8. 
Boulton, 8. M. Dixon, C. H. Lees, and J. F. Thorpe, to be 
additional members of the Safety in Mines Research Board, 
of which Sir Edward Troup has been appointed chairman. 

THE death is announced of Mr. Edwin Thomas Hall, 
F.R.1.B.A., well known for his designs of hospitals and sana- 
toriums. He was joint architect of the new Royal Infirmary, 
Manchester, and of the Welsh War Hospital, Netley; he 
designed the Frimley Sanatorium, the South Wales Sana- 
torium, and the King George Hospital for Wounded. He was 
consulting architect to St. Bartholomew’s Hospital, to the 
King Edward VII Sanatorium, Midhurst, and to the Lees 
General Infirmary. ; 

THE meeting of the University of London for the presenta- 
tion of degrees at the Albert Hall on Thurs€sy next at 
2.30 p.m. will be followed by a graduation service at West- 
minster Abbey at 5.45, when the Dean of St. Paul’s will 
preach. In the evening the graduates’ dinner will take place 
at the Grocers’ Hall. On the previous evening the new 
graduates will be entertained at dinner by the Guild of 
Graduates. 

THE third series of lectures to students and medical practi- 
tioners given by the medical staff of Queen Charlotte’s Lying- 
in Hospital, Marylebone Road, N.W.1, will begin on Thurs- 
day, May 10th, at 5 p.m., and end on June 14th. 

Dr. P. A. MAPLESTONE, D.S.O., who is a graduate of the 
University of Melbourne, and has until recently been lecturer 
of protozoology in the Liverpool School of Tropical Medicine, 
has been appointéd Assistant Director of the Research 
Laboratory at Sierra Leone. Before he sailed last week to 
take up the duties of his new post he was entertained at a 
luncheon at which members of the committee and of the staff 
of the school were present. Sir Francis Danson, the host, 
said that Dr. Maplestone would find’that the foundation of a 
most useful organization had been laid by Professor Blacklock, 
who was about to come home on furlough. 

PESSIMISTS among criminologists and criminal lawyers 
prophesied that an effect of the war would be greatly to 
increase crimes of violence. The statistics published this 
week for 1921 do not confirm this anticipation ; the number 
of persons tried for violence against the person in 1921 was 
966, as compared with 1,107 in 1920 and 1,387 in 1913. There 
was an increase of offences of burglary, house-breaking, and 
robbéry from 3,984 in 1913 to 4,722 in 1920, but in 1921 there 
was a decrease to 4,280. The number of charges of ~~ 
increased from 133 in 1913 to 722 in 1920, declining to 570 in 
1921. Indictments for other sexual offences numbered 1,806 
in 1913, 1,607 in 1920, and 1,535 in 1921. 

A COURSE of eight lectures on nutrition will be given by 
Professor V. H. Mottram, M.A., at King’s College for Women 
(61, Campden Hill Road, W.8) on Mondays and Wednesdays, 
April 30th, May 2nd, 7th, 9th, 14th, 16th, 23rd, and 28th, at 
4.30 p.m. Attendance at this course is recognized in con- 
nexion with the B.Sc. (Honours) Degree in Physiology of the 
University of London. - 

THE annual meeting of the Medical Mission Auxiliary of 
the Church Missionary Society will be held in the Queen’s 
Hall, Langham Place, W.1, on Wednesday, May 2nd. The 
chair will be taken at 7.30 p.m. by Mr. W. McAdam Eccles, 
M.S. Tickets of admission can be obtained on application to 
the Loan Department, Church Missionary Society, Salisbury 
Square, E.C.4. There will be a small number of reserv.d 
seats at ls. each. 

WE regret that owing to a misunderstanding it was 
announced in our issue of April 14th (p. 663) that Dr. Cari 
Spengler of Davos had died ; the announcement should have 
been with reference to his brother, Dr. Lucius Spengler. We 
are glad to learn that Dr. Carl Spengler is still living, 
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LETTERS, NOTES, AND ANSWERS. 


Letters, Notes, and Ansivers, 


As, owing to printing difficulties, the JOURNAL must be sent to press 
- earli than hitherto, f is essential that communications 

or current issue should be received 
‘uesday, and lengthy documents on Monday. 


ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the British MEDICAL JOURNAL alone 
unless the contrary be stated. - 

CorRESPONDENTS who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for publjication. 

AvrHors desiring reprints of their articles published in the BririsH 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 

In order to avoid delay, it is particularly requested that ALL letters on 
lhe editorial business of the JOURNAL be addressed to the Editor atthe 

RE postal address of the Br EDI [ATION and BritisH 
MEDICAL JOURNAL i8 Strand, London, W.C.2. The telegraphic 
DITOR f the British MED A 

Westrand, London ; telephone, 2630, Gerrard. a 
2, FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone, 


Gerrard. 
3. MEDICAL SECRETARY, Medisecra, Westrand, London; tele- 
hone, 2630, Gerrard. The address of the Irish Office of the British 
edical Association is 16, South Frederick Street, Dublin (telegrams: 
Bacillus, Dublin ; telephone, 4737, Dublin), and of the Scottish Office, 
6, Rutland Square, Edinburgh (telegrams: Associate, Edinburgh; 
telephone, 4361, Central). 


QUERIES AND ANSWERS. 


THE UNPLEASANT TASTE OF PoTASSIUM BROMIDE. 

Sir JAMES DUNDAS-GRANT, in reply to the inquiry in our issue of 
April 7th, 1923 (p. 616), writes to suggest that the unpleasantness 
may to a considerable extent be minimized by the addition of a 
small amount of sodium bicarbonate—say b grains to 10 or 
15 grains of potassium bromide. Tor those who are very 
particular a few drops of liquid extract of liquorice may be 
added and the mixture made up with equal parts of chloroform 
water and peppermint water. 


DUPUYTREN’S CONTRACTION. 

“E. M. B.” inquires as to the recognized treatment of an early 
case of Dupuytren’s contraction in a man aged 24. We have 
ey 0 this. question to Mr. E. Muirhead Little, whose reply is 
as follows: 

As the pathology of ig ecg contraction of the palmar 
fascia is but imperfectly known there is nocertain means of 
arresting its development. The most hopeful method is by the 
use of thiosinamin in one or other of its preparations. This 
cannot be expected to cause the absorption of already organized 
fibrous tissue, but it may be hoped that it will prevent the 
deposition of more tissue. The form in which I have used it has 
been that called iodolysin, sold by Allen and Hanbury, and 
injected into the general circulation. One ampoule may be used 
once or twice a week, but the drug should not be continued for 
many weeks without intermission, as it has a depressing effect. 
I cannot say, however, that this is ‘‘ the recognized treatment,” 
the only procedures entitled to that name being operative. ot 
these that of Adams by multiple small subcutaneous incisions 
and stretching gives good results in the hands of some surgeons. 
The alternative method is, of course, open excision. In an 
case the patient should os eg stretch the fingers himself. 
The treatment of this condition is not included in the latest 
| nagesan work on orthopaedic surgery 7 Jones and Lovett. 

he occupational seen A of the disease is no longer generally 
held, its symmetrical distribution and the great preference it 
shows for one finger in particular (the third) as the site of its first 
appearance, suggest a central origin. 


INCOME TAX. 


“G. E.” has been asked by the inspector of taxes for vouchers 
all for his motoring mpenaen it isimpossible to comply with this 
request so far as cash purchases are concerned, and these have 
been considerable. He also asks whether it is allowable to claim 
motoring expenses at so much per mile. 


*,* The inspector of taxes has no personal right to call for 
evidence of expenses, but he can call the attention of the district 
commissioners to the figures, and they can require evidence in 
support of an appeal against any assessment they may think 
proper to make. We therefore suggest that “‘G. E.’s” best 
course is to send the inspector what receipts he can find and 
explain the nature and probable extent of the cash purchases. 
A mileage rate is of little use for stating the expenditure in- 
curred, as if must be an estimate, and what the statutes require 

_is a statement of the actual facts. 1t may be of some use in show- 
ing the reasonableness of the figures supplied, but obviously very 

- much must depend on the nature of the car and the roads 
used and on other personal and local circumstances. Assuming 
there are no special facts, and that the year’s expenditure has 
not been swollen by car renewal, the rate suggested seems 
perhaps a little high. 


by the first post on 


Car Transactions. 

«J. 0.” bought a second-hand car in 1918 for £265 and replaced ig 
in 1922 by a similar new car. He has claimed to deduct the oy; 
of pocket expenditure—namely, £300 less £60 allowed for the ol 

_ car—that is, £240. It appears that of the £240 expended £35_ 
that is, £300—£265, represented an ingeovenas of his pro. 
fessional equipment, and to that extent therefore was an ou lay 
of capital. No allowance is legally due for such expenditure 
and the inspector of taxes is right in claiming to reduce thg 
allowance from £240 to £205. 


“G. L. B.” bought a car in 1914 for £409 and sold it in May, 1927 
or £180, replacing it in April, 1922, by a car costing £196. Ther, 
8 no allowance for ‘‘ wear and tear” in the assessment of pro. 
fessional profits, but only for the cost of replacement as ang 
when it is incurred. The maximum amount that “G.L, RB» 
can claim is therefore the actual out-of-pocket expenditure 
that is, £196—£180=£16. Strictly this is an expense of May 
1922, and would not therefore enter into the computation of the 
three years’ average profits forming the basis of the 1922-4 
assessment, 


LETTERS, NOTES, ETC, 


WHOOPING-COUGH. 


Dr. W. J. MIDELTON (Bournemouth) writes: I notice Dr. Thoma; 
Carruthers’s remarks (April 14th, 666) concerning sug: 
tion for the cure of whooping-cough. Ata recent meeting of the 
Bournemouth Medical Society a colleague said that during two 
epidemics of whooping-cough, acting on a hint from me, he had 
used ol. crotonis co. with gratifying success. In every case the 
whoop had oe eg at the énd of three weeks from the 
commencement of the treatment. Iagain append the formulg 
of ol. crotonis co., since I am convinced it possesses decided 
advantages over lin. crotonis B.P. 


BR Lig. epispasticus B.P. 
Mix. Allow ether to evaporate; filter; then add 
ol. crotonis mxl. 


LONDON SMOKE, 

ONCE upon a time, some forty years ago, there lived at Highgate 
which then still retained some of the characters of.@ villages 
lady who declared that when a yellow fog drified up from Londo 
she could detect the smell of tobacco smoke in it. To maos| 
people the odour is flatly that of coal smoke, which is perhap 
always more or less to be perceived in Londonair. This at any 
rate would seem to have been the opinion of Edward Jenner, i/ 
we may trust a note made by Farington in his diary for 18% 
which is being printed in the Morning Post. Farington’s note is 
as follows: 

“Dr. Jenner observed to Lawrence that He could by smelling 
at His Handkerchief on going out of London ascertain when he 
came into an atmosphere untainted by the London air. His 
method was to smeil at His Handkerchief occasionally, and 
while He continued within the London atmosphere He could 
never be sensible of any taint upon it; but, for instance, when 
He approached Blackheath and took His Handkerchief outo 
His pocket where it had not been exposed to the better airol 
that situation—His sense of smelling having become more pur 
he could perceive the taint. His calculation was that the airol 
London affected that in the vicinity to the distance of 3 miles.” 


A DISCLAIMER. 

Mr. D. McCrRAE AITKEN (London) writes: May I ask the ho 
pitality of your columns to disclaim any responsibility for a 
article which recently appeared in a daily paper, and to expres 
m — that the name of Sir Robert Jones was coupled with 
mine n @ manner which neither he nor I could possibly 
sanction? 

VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at bospitals, 
will be found at pages 33, 35, and 38 of our advertisement 
columns, and advertisements as to partnerships, assistantsbips, 
and locumtenencies at pages 36 and 37. 

*  Ashort summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 163. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL, 


£6. 4, 
Six lines and under ove ove oe eee 90 
Each additional line oe ove 16 
Whole single column (three topage) .. 0 
Half single columno ove ove ove eee 15 0 
Half page eee ove ow eee ow 10 0 0 
Whole page 2000 


An average line contains six words. 
tances by Post Office Orders must be made payable # 


All remit 
the British Medical Association at the General Post Office, Londom 


No responsibility 
safeguarded. 

Advertisements should be delivered, addressed to the Manager, 4% 
Strand, London, not la than the first post on Tuesday mor 
preceding publication, . if not paid for at the time, shouldD 
accompanied by areference, 

Norre.—It is against the rules of the Post Office to receive 
restante letters addressed either in initials or numbera- 


be accepted for any such remittance not # 
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